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EXECUTIVE SUMMARY

This report provides an assessment of the Early Childhood Development (ECD) Parental Education Programme launched in 2004 with support from UNICEF. The program targeted parents caregivers and community leaders with the aim of influencing their attitudes positively towards the holistic development of children resulting in such outcomes as physical wellbeing, emotional maturity, social competences, cognitive development and language and communication. It was introduced in three rural regions of Lower River Region (LRR), Central River Region (CRR) and Upper River Region (URR) where access to basic social services is generally poor and the communities very much cling to their culture and tradition in raising their children. 
About one-fifth of the population of 1.5 million Gambians is aged 0-5 years and 21 percent aged 3-8 years. This implies that the population of young people is quite significant and therefore requires attention in providing a good start to life for them and securing their future. Poverty is endemic as nearly 50 percent of the Gambian population are rated extremely poor and 17% poor (i.e. 67 % within the poverty bracket). Also 60% of the poor are children under the age of 20 years.
This situation coupled with strong traditional practices in early child care present difficult challenges for child rearing and upbringing in rural Gambia. It was against this backdrop that the program was launched to help improve parents and caregivers’ knowledge, attitudes and practices in early child care and development
In designing the program due cognizance of the traditional knowledge and practices of the rural communities was taken into consideration by launching two major studies namely: Knowledge, Attitudes and Practices (KAP) survey and a participatory assessment of the understanding of psychosocial aspects of child development among rural communities. The findings of these two surveys provided the baseline information necessary for the development of the program. The program also identified some existing experiences at community level that were providing services in infant health and nutrition, hygiene, water and environmental sanitation as well as community structures and used them at maximum advantage. The Baby Friendly Community Initiative (BFCI) which is a community based nutrition program with emphasis on exclusive breastfeeding was found to be the natural entry point of the program. Thus the program was introduced to cover the already 58 BFCI communities in LRR, 12 in CRR and 6 in URR at the onset of the program.
At the design stage the program also took note of the costs in ensuring that the delivery is done effectively and efficiently. Keeping it at low cost was manifested by using the BFCI experience and the community structures as the entry point. The Village Support Groups (VSGs) and Traditional Communicators (TCs) are key actors in the parenting education process at the community level. They were all selected by their respective communities and trained and equipped by the programme.  

The program also made good use of the Multi-Disciplinary Facilitation teams in the three regions. The primary roles of the MDFTs were the training communication actors and the supervision of PEP.  

UNICEF also provided support through the use of the National United Nations Volunteers (UNVs) in the training of trainers. Apart from the training of trainers, the UNVs along side the MDFTs monitored the program at village level on a regular basis. All these interventions contributed to the cost effectiveness of the 4 year programme.
The PEP covered 69 communities in the three regions. In order to assess the impact of the programme at the end of the 4 year period 72 controlled communities and marched with those where the programme was implemented. For the purpose of the evaluation 43 intervention and 27 control communities were randomly selected. The communities selected for the evaluation were selected from the following categories of villages.
Group 1 - Communities where the baseline studies including the knowledge, attitude and practices (KAP) survey and the participatory assessment study took place but had no treatment (i.e. the PEP) 
 Group 2 - Communities where the PEP was implemented but no baseline study was conducted;
 Group neither 3 - Communities where no baseline study was conducted nor the PEP (control group)

 Group 4 - Communities that had both the baseline study and the Parental Education Program.
Both qualitative and quantitative approaches were developed resulting in field work lasting for 10 days with a total of 30 enumerators and six supervisors. Questionnaires on the various aspects of holistic development of children including nutrition, health, psychosocial development and protection were developed to guide interviews and focus group discussions (FGDs). 
The data collection was mainly through interviews, focus group discussions (FGDs) and direct observation of parents and other key family members. The purpose of the interviews and FGDs was to assess knowledge, perceptions, attitude and current practices regarding child health care, nutrition, protection, psychosocial and cognitive development.  Appropriate statistical data analysis techniques were identified from the beginning to ensure smooth analysis of the data.  All the evaluation tools were critically reviewed and pre-tested before final production and the field work.
Although the evaluation has not been able to answer all the questions, the findings are quite revealing especially on the parental knowledge, attitudes and practices in promoting infant feeding and nutrition, personal hygiene, psychosocial stimulation water and sanitation and protection. 

The major findings revealed that many parents and care-givers in both the experimental and control communities have been able to build on their traditional child rearing knowledge and practices and demonstrated improvement in skills in early child care and development..  

The analysis of data from all three regions – Lower River Region (LRR) , Central River Region (CRR) and Upper River Region (URR), reveal that there is high frequency of exclusive breastfeeding.  About 95 percent of parents and caregivers also gave complementary food to their children.  Other improvements are in the area of food preparation and storage for children.  Fifty-five percent of the respondents in the experimental communities and 49 percent in the controlled communities practised the safest source of water; they also filter water into containers.  Children of 71 percent of the parents and caregivers in the intervention and 68 percent in the controlled communities defecate in chamber pots.  Many parents and caregivers have latrines in their homes; they also collect waste matter and dump it.

Sixty-two percent of parents and care-givers in the intervention areas and 76 % in the controlled communities have registered their children’s birth. Positive attitudes of parents and caregivers towards the children with disabilities in communities have been highly noticeable.  

Ninety-three percent of parents and caregivers in the intervention and 88 %  in the controlled communities had very friendly and supportive interactions with their children.

Similarly, 91 percent of parents and care-givers in the intervention and 90% in the controlled communities encouraged child play.  Also 88 and 99 percent of the intervention and control communities respectively allowed their children to interact with other children.  Fifty-one and 60 percent of parents and care-givers in both communities did administer corporal punishment on their children in the two weeks preceding the interview.  Fifty-six and 67 percent of parents and care-givers did not beat their children.  Although these results are quite encouraging there is room for more sensitization in this regard.  

Also to note is the fact that most of the communities demonstrated knowledge and skills in making culturally relevant toys and encouraging their children to play with these toys. They also demonstrated knowledge on the benefits of these toys for their children.  Notably they mentioned that toys make their children to concentrate, develop fine motor skills, to think, to communicate with each other, to share, and above all be creative.

All the above indicate remarkable outcomes of the parental education programme though the study discovered that other interventions were also at play which contributed to these outcomes. It is important to note that the National Nutrition Agency (NaNA) through their baby friendly community initiative intervention at community level as well as the other health and educative programs were all instrumental in enhancing child health care, nutrition, protection, stimulation as well as psychosocial, cognitive and emotional development of children.  

These findings and several other research data hold that good parental practices are crucial elements in both the physical and psychological development of the child. Most of the study findings indicate that many parents and caregivers in the intervention communities and interestingly in the control areas as well, have been positively influenced by the parental Education Programme in terms of knowledge, attitudes and practices. A further evaluation may be necessary to fully determine the extent of the other interventions at community level that are also impacting parental knowledge and practices in early child care.
Specific recommendations are contained in the report, however, the following are summary recommendations:-

· That a similar ECD parental education programme be implemented in the other regions

· That a follow-up mechanism be instituted in LRR,CRR and URR to ensure sustainability;

· Encourage the training of more ECD teachers and traditional communicators;

· That the establishment of  nursery sections attached to lower basic schools be promoted;

· Conduct more and consistent ECD sensitisation campaigns nation wide in the relevant local languages 
Chapter 1: Introduction

1.1 Background

According to the 2003 national census results, the population of the Gambia is 1,364,507, a small country with a population growth rate of 2.8% and a population density of 128 per person per square kilometre.  One-fifth of the population is aged 0-5 years and 21 percent aged 3-8 years.  Farming is the most predominant source of income and survival for most rural families.  Due to the decline in the value of traditional crops such as groundnuts and the failure of other crops poverty is on the increase. This trend shows an increasing poverty with 50 % of the Gambian population rated extremely poor and 17 percent poor (i.e. 67 % within the poverty bracket). Nearly 60 % of the poor are children under the age of 20 years.
Although the needs of young children and their families are addressed sectorally within the broader population, coordination and integration of services relating to young children is lacking. Moreover, the focus on Early Childhood Development (ECD) has been limited mainly to the private sector in education. However, between 1992 and 1998 some expansion took place and the number of ECD centres increased almost by 200 %.  Despite this notable increase however, the national enrolment rate remains at 19 % (MICS III). Twenty percent of children in the urban areas attend ECD centres whereas only 14 % attend in the rural villages.  Considering that ECD services are perceived as preparations for formal schooling, it follows that the majority of children needing ECD services do not have access to it. 
Very young children aged 0-3 years are particularly affected by the lack of coordinated inter-sectoral services for addressing their needs and those of their parents and care-givers comprehensively.  This situation is what gave rise to the introduction of the UNICEF supported ECD Parental Education Programme in Lower River Region (LRR) Central River Region (CRR) and Upper River Regions (URR) of the country.  These regions are considered deprived in terms of access to basic social services..

Before the development of the program an assessment of the perceptions of the communities regarding childcare was carried out. This was undertaken to identify the strengths and gaps in early childcare especially in the area of psychosocial development. A participatory survey of the perception of the rural communities on psychosocial development and Knowledge, Attitudes and Practices were all done to establish some knowledge about the understandings of childcare practices at community level. These surveys and assessments were necessary to establish the type of knowledge and understandings the communities already had on psychosocial care. 

The Parental Education Program (PEP) was therefore anchored on these findings regarding knowledge and practices in childcare at community level. As a participatory approach it was necessary to secure the community inputs into what they thought they needed most help with regard the different dimensions of child development. The surveys revealed their perceptions and understandings from a cultural and traditional dimension and this information was useful for both the communities and the program developers. These were some of the findings of the two surveys:

· Play makes their children intelligent

· Songs, stories and proverbs are important for children

· Toys are important;

· Children make their own toys, most parents do not make toys for their children

· Children should not talk in adult gatherings

· Children learn to talk through play

· Parents should not be too involved in children's play.

· Play is important for only the age cohort 1-3 years

· Play is important, but most parents do not buy toys for their children for religious reasons

· Children must always listen and not talk during discussions with adults.

· A child is  a precious asset, thus children are valued

· Boy child preference still persists

· Girls should be socialized differently from boys.

· Mothers and grandmothers are closest to children.

To proceed thereof the Parental education program attempted to bridge gaps between what was known locally and what could be built upon to bring about improvements in skills and knowledge about early child care. The goal was therefore to influence parental attitude, beliefs and practices for comprehensive childcare practices in nutrition, health, water and sanitation, cognitive development and child protection. 

A number of studies in Africa indicate that children start well in psychological development especially in their first six months or year of life. Thereafter, their development tends to decline. Poverty, malnutrition and other impoverished living conditions contribute to this problem.  Some theorists suggest however that the widespread practice of late and abrupt weaning is also damaging to child development. It follows therefore that proper parenting is vital in childcare following weaning (Evans, 1970).    

1.2 Rationale, Aims and Objectives of The Evaluation 

Despite anecdotal evidence about how parenting skills and attitudes have been influenced positively over the 4 years implementation period of the parental education programme, a systematic evaluation exercise of the programme was not conducted to determine the actual successes, good practices, limitations and areas for improvements. Therefore, this evaluation was carried out, and its findings would help improve the programme design, content, implementation processes, the materials being used and community perceptions about child care. It also aims at assessing the community capacities for effective programme delivery including resource requirements and the way forward.

1.3 Specific Objectives are:

· Determine the extent to which the ECD Parental Education Programme has succeeded in improving and expanding parents’ and caregivers’ knowledge, attitudes and practices that support physical and cognitive development, stimulation and socio-emotional development of young children irrespective of their sex.

· Characterize the practices, attitudes and perception about healthcare, nutrition and stimulation so as to identify those that are consistent with scientific knowledge on the overall development of the child, to make for a good start in life.

· Identify key elements (including financial and other resources) likely to further enhance the parental education programme implementation strategy and capacity building.

Chapter 2: Literature Review 

Introduction
The purpose of literature review in activities of this nature is two folds. First, is to supplement information that is expected to be obtained from primary sources such as FGDs and interviews and secondly, to provide more insight into broad concepts and issues of relevance to one’s work. Considering the broad scope of the evaluation a good amount of materials was reviewed. These include: The parenting education programme manual; the KAP study conducted in 2002 with emphasis on major findings various materials; periodic programme activity reports; documents pertaining to programme management and administration of the programme; extensive internet search for more information on ECD; documents obtained from the ECD Unit of MoBSE; reports on similar interventions and studies conducted in the Gambia.
Conceptual Discourse
Parenting research has been an important sociological exercise to understand parental knowledge, attitudes and practices in early childhood care and development. The focus on parental attitudes and influences on childcare however faces several challenges.  One of these challenges is the fact that there is little compelling research evidence on the influence of parents on growth, behaviour and personality development of children through adolescence to adulthood.  Another challenge in these understandings is the neglecting of influential factors such as heredity.  Some writers stress the relatively greater importance of concurrent environmental factors in parenting.  (Collins et all 2008, Pg 92-100, annual edition)

In order to endorse the importance of the interaction between heredity and environment, the following are the four lines of contemporary research: (1) Genetic-environment research (2) Insensitivity of additive models to Gene 5 environment effects, (3) the effects of parental practices after controlling any initial dispositional characteristics of children and looking at the correlation between children and parent characteristics, and (4) the fourth model relates to the possibility that extra-familial environmental conditions with which parenting is correlated contribute to individual differences in child growth and development (Levin, 1983)

Traditional childrearing is mainly through practices inherited from past generations and imitation of other cultures. Parents and other caregivers generally use knowledge and practices handed down from previous generations without question and only occasionally infuse little modern scientific knowledge and practices in early childcare.

Before weaning, there is indulgence from the parents, especially the mother. The child feels a kind of omnipotence during this period.  After weaning however, the child faces another world, a kind of impotence because he or she no longer receives the same attention and nurturance as experienced prior to weaning.  The lengthy period of indulgence and a loss of attention and feeling of alienation from the mother after weaning affect the child’s psychological growth and development.  Some researchers state that environmental factors also play a significant role on the development of the relations between the child and the parents and other caregivers.  Others claimed that although genetic factors may not be overwhelmingly important, they are influential to some extent and do in fact impact on children’s intellectual development. (Annual Edition, 06/07).    

Weaning is the first of a series of stages through which the child passes between the ages in the early socialization process between two to eight years of life. Teaching obedience is another aim of child rearing in traditional African communities and it is often enforced through the use of corporal punishment.  Another method of enforcement of obedience is through fear.  Children learn to be afraid of animals, darkness, looking through mirrors at night, spirits, witchcrafts and the unknown.  In general, obedience, rather than initiative or enterprise is considered to be the ideal behaviour expected of children in typically traditional environments in the homes and communities.

In traditional communities, all aspects of education are an integral part of the daily life of children.  Wandira (1961) described traditional education in various tribes in Uganda, and related it to formal education in terms of structure and contribution (Wober, 1975).  In traditional education, the past is presented to the child through legends, myths, proverbs, riddles, and songs which justify the existing social order and reinforce customs, the family and clan or tribe act as models of expected behaviors; the village presents a wide range of situations which call for prescribed behaviour, economic considerations, and the political structure, and the philosophical and religious systems provide a base for the values and beliefs of the society.  The emphasis in traditional education is on learning by doing rather than by teaching and it does not provide enough relevant support for formal education.  The traditional child often has limited pre-school experience which means that he or she frequently enters school without the experience necessary for formal schooling.  S/he is disadvantaged in terms of language and formal school experience and gender is well defined by the culture before they enter school.

There is good evidence, which suggests that children from certain home backgrounds develop more readily than those from elsewhere.  The factors which promote cognitive development include parent and caregivers attitudes, their behaviour, children’s nutrition and hygiene, their stimulation and broader cultural traditions and other physical and social environment in which they find themselves.

In her studies of 94 caregivers (including 64 mothers with aunts and grandmothers) who had children from three to five years, Mira Schiff (1990) used three scales of mother’s attitudes:  1) a “stimulation scale” based on questions such as “how often do you narrate stories to the child?  2) a measure of attitudes toward passivity, with questions like “should a child play in the presence of visitors?  And 3), a “self-reliance scale” with questions like “do you ever send the child alone somewhere?  (Wober, 1975).

Generally the measure of maternal attitude or behaviour correlated reasonably together and there were substantial correlations between one measure of child performance and another.  Punishment within a broader context of parental behaviour, as influenced by culture was also studied by Durojaiye (1973b).  He asked parents of preschool children aged 0-5 in Ibadan and Kampala about feeding, curiosity, handling of aggression, reward and punishment and other issues.  In Ibadan, modern and traditional sub-groups differed on each of the sub-sections of child rearing practices identified.  The modern educated parents manifested more effective practices.

With regard to the African child’s physical development and health, it is generally found that the African child exhibits rapid physical development and able to communicate with others at a younger age.  S/he seems better able to adapt to objects around him or her but this early precocity often declines as the child grows, again mainly attributed to the effects of weaning and the change in the mother’s attitude toward the child.  Nutritional deficiency can also lead to physical and psychological problems.  For example, low protein diet is associated with malnutrition in children and more emotional problems.  The under five period of child growth and development is very critical in establishing certain response patterns.  Retardation of development may lead to permanent mental disability later in life.

The KAP Study 2002 / 2003 

The third model as described above is more pertinent to this consultancy, which is an evaluation of the impact of parental knowledge, attitudes and practices on child growth and development in programme intervention communities in the Gambia.  Prior to the development of the Parental Education Programme, a comprehensive baseline study on prevailing knowledge, attitudes and practices (KAP) of parents and other caregivers in early childcare and development was conducted from October 2002 to January 2003.  This study was conducted in the Lower River Region (LRR), Central River Region (CRR), and Upper River Region (URR) and in the Western Region (WR) of the Gambia. Five ethnic groups:  Mandinka, Wollof, Fula, Sarahule and Jola were targeted within the respective regions.  The study was carried out within the context of the integrated approach to Early Childhood Development (ECD) which stresses children’s holistic development, underscoring the vital role of families and communities in realizing this goal.  
Families’ and communities’ perception of the child, the child’s position in society, fulfilment of basic rights of the child in terms of education, health, nutrition, protection and security and parents and other caregivers’ responsibility in child upbringing were the thematic areas of focus. However the study fell short of critically assessing the understanding of the rural communities about children’s physiological, cognitive, emotional and social development. The report indeed demonstrates that all the various ethnic groups perceived a child as a “precious asset” which is valued, without any indepth analysis of children’s psychosocial development. 

The study identified many strengths and gaps in early childcare practices, especially as regards the psychosocial and cognitive development of children.  The KAP study findings revealed that all the ethnic groups and communities studied perceived the child as “a precious asset” for the family and hence valued as such.  The child’s physical, emotional, cognitive and moral requirements are addressed through the provision of basic needs in health, nutrition, water and sanitation, education and life skills.  These are critical areas for consideration both for parents, other caregivers, children themselves, and to the development and implementation of an integrated approach to ECD in a sustainable manner.  

Structure and Direction of PEP

The PEP was designed to build on the gains and address these gaps through promotion of positive parenting practices. The main goal of the programme was to empower parents and other caregivers with further knowledge and skills for improved childcare in nutrition, health, water and sanitation, protection, child rights and practise that enhance psychosocial and cognitive development.

The approach was a combination of traditional communication networks, the BFCI model and use of existing social structures. This is a new phenomenon and there is very little literature pertaining to it in the Gambia. A number of government departments and NGOs have implemented programmes and carried out interesting studies of relevance to early childhood development. These interventions have not been geared towards addressing ECD from a broad perspective.

The programme adopted the following strategic approaches to promote early childhood development in the respective communities:  

1) An integration of the traditional and modern parenting knowledge, 

2) Establishment of village support groups, and 

3) Training in early childcare.  

In order to establish further justification and rationale for the Parenting Program the following local interventions and studies were reviewed. It emerged from the review that the interventions have not addressed ECD from a broad or holistic perspective.  
(i) Report on The State of Children By Child Fund The Gambia, 2002
This report derives from a study conducted by the Child Fund International (CFI), Affiliated Projects in ECD Learning Environment (2002). The report depicts the ECD activities within the formal setting of the preschool and the desired levels of parental and facilitator involvement and participation in community – based activities. It adequately describes community participation in centre-based ECD facilities run by CCF in the country. However, the report has not stated how these communities actually engage in enhancing children’s cognitive, emotional and psychosocial development during their critical years of the growth and development.

(ii) Improving Child Feeding Practices In The Gambia By The 

    Gambia Food and Nutrition Association (GAFNA 1991)

A useful and interesting data on child nutrition and feeding practices, as well as responsibilities in child feeding and complementary food preparations were covered by this study. Although the report considered the socio-cultural contexts of the communities in child nutrition, it has not shown anything pertinent to the psychosocial development of children from the traditional and cultural perspectives.

(iii) The Multiple  Indicator Cluster Survey Reports
The MICS is an extremely important exercise as it captures a wide range of issues pertaining to children, mothers and the family. The However, the review has revealed the fact that many of the themes covered in the PEP were not captured in past MICS conducted the country. This situation again explains the paucity of information on the concept of ECD and responses of parents and communities to the issues. This observation is true of even the latest MICS (2005/2006). 
Products Reviewed  
The Integrated Parenting Manual Developed By the Multi-Sectoral Working Group (MSWG) on ECD 2004. 

The Parental Education manual aims to enable parents and other caregivers to undertake effective parenting activities and practices. The imparting of knowledge without skills training in early child care does not yield any useful results. Therefore empowering parents and other caregivers with additional knowledge and skills through a well-designed and sequenced Parenting Manual like this one was critical. 

An integrated approach to ECD was adopted and a comprehensive manual containing 11 units was developed and used throughout the course of implementation of the programme. Topics include infant and young child feeding, disease prevention measures, child rights and protection and psychosocial development of the child. This material was the main tool used in the Parenting education in the regions of LRR, CRR, URR and WR. 

The ABCS of IECD Developed By MSWG/ECD Aug 2004. 

This is a guide that supports “holistic” approach to meeting the needs of young children between ages 0-8 years. It served as a companion to the integrated Parenting Manual mentioned above. The guide was designed for use both by literate and non-literate parents, other caregivers, facilitators and traditional communicators. Just like in the Parenting Manual, it contains illustrations which reflect key messages for improving early child care and development.

The Baby Friendly Community Initiative (BFCI) Training Manual, By National Nutrition Agency NaNA (Nov. 1996)

This training manual was for trainers of the Village Support Groups (VSGs) in Infant Feedings.  It is systematically designed and prepared to guide trainers aimed at improving the health and nutritional status of mothers and their infants in The Gambia. Specifically it was designed to encourage women to consume balanced diet during pregnancy and lactation, practice exclusive breast-feeding during the first six months of the baby’s life, and to feed complementary foods to the children from the age of 6 months. The material also seeks to encourage communities to provide an enabling environment for optimal breast feeding. The guide provides useful information for parents but was inadequate in terms of the other critical components of ECD, such child rights/protection and cognititve development..

National Protocol on The Management of Severe Malnutrition In Health

  Facilities and Communities, ( NaNA 2008)

This document highlights the fact that a major contributing factor to morbidity and mortality in children is malnutrition.  Malnutrition contributes to about 60% of childhood deaths in sub-Saharan Africa. This rate is indeed alarming.. Studies have also shown  that micronutrient malnutrition (IDA, VAD +IDD) contribute to growth retardation, impaired intellectual functioning, reduced work capacity, morbidity and mortality.  These are still public health problems in The Gambia even though the general nutritional status of children under five years has improved during the past ten years.  Some of the improvements relate to decline in stunting from 19% to 17.8% between 2000 and 2005 and a decline in underweight children from 21% to 17% during the same period.  The protocol contains information and intervention techniques on the management of severe malnutrition, thus providing this consultancy some interesting information on how parents and caregivers have been using such information and guidance since its introduction.    

Teacher’s Guide for Nursery Schools in The Gambia, By Deborah Aparicio,   U.S. Peace Corps Volunteer (2007). 

This is a guide for Nursery School teaching.  It is divided into three sections:  English, Mathematics and Integrated Studies to meet the growth and developmental needs of the nursery school children in The Gambia.  The structure of the guide includes content, topic objectives and activities for realizing the objectives.  The guide was well conceived and if used efficiently, can complement parent’s efforts in promoting children’s cognitive, language, psychosocial, intellection and other developments, especially in preparing them for formal schooling. It would be interesting to see how the use of this document has actually impacted on parenting to promote cognitive development in children by those who used the material.

All the reports and documents mentioned here have evidently contributed to the enhancement integrated early childhood development program in The Gambia.  Much progress has been registered by the various programs and activities
Chapter 3: Evaluation Methodology

3.1 Introduction

Hardly is there a blueprint approach to program evaluation. However, evaluating projects of this type requires clear definition of issues to be examined. Thus to assess the influence of the parenting education program on parental knowledge, skills and attitudes in early child care and development had to employ a variety of methods including both quantitative and qualitative analysis. 
3.2 Consultations

The evaluation exercise involved consultations with key stakeholders primarily through direct personal contacts and telephone conversations. It was important that the consultants had a clear insight into the consultancy service that the client had commissioned. For this reason the consultants had prior discussions with UNICEF to have a clear understanding of what was at stake. Thus the  consultative process enabled both parties to make clarification on issues, thereby making the evaluation exercise focused. Furthermore consensus on the scope of work was reached. In this regard, the project management staff at ECD Unit, MoBSE and UNICEF were the principal contacts. Other relevant institutions such as Child Fund, International National Nutrition Agency and Department of Community development were also contacted for inquiry into any ECD programme that they may have conducted during the past four years.

3.3 Desk Review:
Despite the fact that there has not been any comprehensive parental education program for ECD, anecdotal evidence show that piece-meal parental education programs mainly in nutrition and integrated management of childhood illnesses did exist. As such the consultants reviewed such programs and the available literature on parenting programs nation-wide.

UNICEF provided a list of documents to be reviewed for similar programs in the past and the available literature in the area. The materials included Project Operation Manuals; baseline surveys; key messages; interaction between family members and children and expected outcomes of such dynamics; monitoring tools and indicators as well as periodic reports and training manuals. Library and Internet searches were conducted to gather further information. The purpose of the literature review was two-fold: first to streamline the information to be collected and secondly to provide secondary data/information.
3.4 Development of data collection instruments

The thrust of the fieldwork in the selected communities was interviews and focus group discussions. An in-dept informant interview guide was developed by the consultants and used by the data collectors. Semi-structured questionnaires were developed to guide the focus group discussions in which the data collectors were required to ask questions and at the same time transcribe the responses.
The purpose of the Interviews and Focus Group Discussions (FGDs) was to assess knowledge, perceptions, attitudes and current practices in relation to child heath care, nutrition, protection, stimulation and cognitive development. An FGD checklist was developed by the consultants to be used by the data collectors under the watchful eyes of trained supervisors. 
Appropriate statistical data analysis techniques such SPSS were identified right from the start to ensure smooth analysis of data to be collected. All the evaluation instruments were subjected to critical review and pre-testing before final production.

3.5 SAMPLING PROCEDURES

The sampling took the form of an experimental design with four groups under study. The first two are experimental groups i.e. groups that received the treatment (PEP). 

Group 1 is selected from communities which had both the KAP study and PEP. Hence, a post evaluation was done on them to assess the impact of the PE program. Group 2 is selected from those communities on which the KAP study was not done but had the PEP. Therefore, they also need to be evaluated for the impact of the program.

Groups 3 and 4 are control groups. These are communities that did not have the parenting education programme. Whilst group 3 is selected from communities where the KAP study was done, group 4 was selected from communities where the study was not done nor did they receive the treatment. Since the parental education program was not implemented in both groups, the evaluation will enable comparison of the outcomes with those of the experimental groups to see if the PEP indeed made any difference in the knowledge, skills and practices in early childcare and development.

	Group
	KAP (Pre test)
	PEP (Treatment)
	Evaluation (Post test)

	1.(Exp. Group)
	x
	x
	x

	2. .(Exp. Group)
	
	x
	x

	3.(Control Group)
	x
	
	x

	4.(Control Group)
	
	
	x


3.6 SELECTION OF COMMUNITIES

According to the TOR, 50 communities were supposed to be selected originally for the experimental groups – (28 in LRR, 12 in CRR and 10 in URR). This was not feasible due to budgetary constraints experienced during the conduct of the evaluation. However the sampling frame used was representative enough to conduct the evaluation.

Structure of the Sampling Frame

	Region
	Number  of Communities

	
	Both KAP & PEP
	PEP only
	KAP only
	None

	LRR
	3
	52
	2
	14

	CRR
	0
	8
	8
	11

	URR
	0
	6
	8
	29


By proportional allocation, 2 communities are selected from LRR for group 1 and 26 for group 2. None of the communities in both CRR and URR qualify to be selected for group 1 whilst all the communities that had the parental education program but no KAP are selected for group 2 since the numbers fall short of the requirements of the TOR.

From the control groups (where PEP was not done) 50 percent of the communities were selected for study. Consequently, group 3 consists of 1 community in LRR, 4 communities in CRR and 4 in URR. Similarly, group 4 consist of 7 communities in LRR, 5 in CRR and 15 in URR. However, it is not appropriate to select more communities for a control group than an experimental group in any region. Hence the size of group 4 has been reduced to 6 communities. 

3.7 Selected Sample

	Group
	LRR
	CRR
	URR

	1. 
	1. Soma

2. Sare Musa
	-
	-

	2.
	1. Madina Angalleh

2. Jenoi

3. Sankandi

4. Janneh Kunda

5. Kwinella Nyakunda

6. Wellingara

7. Manduarr

8. Seno Bajonki

9. Kiang Karantaba

10. Jasong

11. Jiffarong

12. Kaiaf

13. Barrow Kunda

14. Kemoto

15. Sasita Toranka

16. Nema kuta Mandinka

17. Sare Fonkoi

18. Burong

19. Sandeng

20. Darsilameh

21. Jarra Karantaba

22. Wurokang

23. Dumbuto

24. Kwinella Sansankono

25. Kantong Kunda

26. Pakaliba
	1.Kunting

2. Kibiri

3. Dobong Kunda

4. Cha Kunda

5. Nyameng Kunda

6. Sare  Sofi

7. Boraba

8. Samba Tako

9. Lamin koto


	1. Song Kunda

2. Nyamanari

3. Sanunding

4. Madina Samako

5. Badari

6. Pirai

	3.
	1. Medina Kaiaf
	1. Brikamaba

2. Karantaba Toro

3. Wassu

4. Kayai
	1. Numuyel

2. Darsilameh Mandinka

3. Garawol

4. Koli Bantang

	4.
	1. Bodoyel

2. Jappineh Tembeto

3. Bajana

4. Dongoroba

5. Jabissa

6. Madina Sancha

7. Badume koto
	1. Katamina

2. Jissadi

3. Sambang Mandinka

4. Sami Pachonchi

5. Njala Toro
	1. Gunjur kuta

2. Maka Masire

3. Sandeh Kunda

4. Nyangui

5. Touba Wuli

6. Baniko Kekoro




3.8 RESPONDENTS

 The Parental Education Programme deals with a wide range of management staff 

programme participants, facilitators and community gatekeepers. The evaluation was 

designed in such a way that the enumerators interacted with representative samples of 

each stakeholder category. UNICEF staff, ECD Unit, MSWGs, Regional Education 

Directorates, UNVs and MDFTs were the key informants.

Parents/caregivers (male and female) in both intervention and control communities were

the principal respondents in terms of knowledge and behaviour. Village Support Groups

(VSGs) and Traditional Communicators (TCs) were engaged in FGDs as the key change 

agents in the programme communities. In addition, a limited number of community 

leaders were also engaged in FGDs. 

In identifying parents and caregivers to be interviewed in a sample community, enumerators did a complete listing of all the children between 0-3 and 3-6 years of age. With the support of the supervisors, ten (10) children were randomly selected from the list in each community. This translates to a random sample of 700 children in 70 communities. However, in smaller communities where the total number of eligible children listed did not exceed 10, all were selected for the sample. On the other hand in larger communities where doing a complete listing was difficult and time consuming one enumeration area (EA) was randomly selected to represent the whole community. 

For every child selected, enumerators conducted interviews with the parent / care-giver. Thus, approximately 700 parent/care-giver interviews were conducted. 

3.9 Training of Enumerators, Coordinators and Supervisors

The consultants recruited and trained 30 enumerators and 6 experienced supervisors. Two coordinators also visited all enumerators while in the field to track down the process in the field. They were responsible for the overall coordination of the field work and actively participated in the data analysis process. Five days training workshop including pre-testing was conducted to familiarize enumerators, supervisors and coordinators with the different instruments. It was only after this intensive training that the final instruments were adopted and produced into the required copies.

3.10 FIELD WORK
The main evaluation activities undertaken included the literature review, key informant interviews, interviews with parents / care givers and FGDs with certain groups or categories of the communities selected. 

 Key informant interviews were conducted with UNICEF staff, ECD Unit, MSWGs, Regional Education Directorates, UNVs and MDFTs. Parents/caregivers (male and female) in both intervention and control communities were interviewed to explore their current practices in relation to the behaviours promoted by the programme.  

One VSG and one group of TCs were engaged in FGDs strictly in selected programme communities. One FGD session was conducted with community leaders in each community selected for the evaluation. 

The evaluation covered 43 out of the 78 experimental communities- 28 in LRR, 9 in CRR and 6 in URR. In addition to the 43 experimental communities 9 out of the 18 control (where KAP was done) communities were assessed. The regional breakdown of the 9 KAP controlled communities is: 1 in LRR, 4in CRR and 4 in URR. A second cluster of communities where neither KAP nor intervention took place were assessed: 7 in LRR, 5 in CRR and 6 in URR. Altogether the evaluation covered 70 communities. The field work lasted for 10 days with a total of 30 enumerators and 6 supervisors

3.11 Data Entry and Analysis 

The narrative and quantitative data obtained from the field were entered using the SPSS, and were subsequently processed and interpreted both quantitatively and qualitatively. To minimize data entry errors and improve the overall data quality, 2 editors and / or coders were hired to do consistency checks and also to code the FGD responses. This exercise started immediately after field work. 

3.12 Constraints / Limitations of the Evaluation

1. Underestimation of the original evaluation operational budget in relation to the tasks in the TOR. This resulted in the development of a technical proposal with a revised budget to correspond to the fieldwork and other evaluation activities.

2. Setbacks in approvals and in receiving funds for the training workshop and fieldwork (data collection)

3. Lack of project vehicle for mobility and ready access during fieldwork

4. Difficulty to access the respondents in the regions due to proximity as well as constrains related to rainy season and farm work.

5. The TOR for the evaluation was not commensurate with the budget provided for the exercise and as such the methodology had to be limited to the activities outline; despite this draw back the sample was representative.

6. Lack of comprehensive list of  the intervention communities

3.13 Report Writing 

Writing of the zero draft report started immediately after the completion of data entry and analysis. The work was split into three parts namely narratives, presentation of tables and organisation of the text.  The report writing spanned over a period of two weeks. The report is organised into six main chapters as can be seen on the table of contents. 

3.14 Validation Workshop

In addition to regular meetings between the consultant and UNICEF, ECD Unit and MSWG, one-day validation workshop was held at UNICEF Office UN House Cape Point where the major stakeholders had an opportunity to scrutinize the draft report and validate its content. This workshop was also aimed at highlighting the roles and contributions of this report to ECD in The Gambia. Comments and recommendations from the workshop were be incorporated into the final report and submitted to the client in both hard and electronic copies.

Chapter 4: Findings and Analysis
The outcomes of the field exercise, key informant interviews, the focus group discussions and the in-dept interviews resulted in the findings detailed below. A more in-dept analysis of these findings follows in the discussion part; however some analysis of the key findings were also included here.

4.1 Design and Delivery of the Program
As indicated earlier in the literature review ECD interventions in The Gambia had hitherto focused mainly on survival and the pre-school needs of the older children. However, at the design of the Parental Education Program consideration of children’s rights was taken on board, bearing in mind that all children are born with a right to live, to develop to their fullest potential, to protection against neglect, or any form of abuse, and to participate in the family, and community in a manner that is appropriate. 

Cognizant of this fact The Gambia adopted an ECD approach that did not only promote the physical growth and well-being of young children but also their cognitive/psychosocial development as well as their protection through working with and educating parents and caregivers especially in rural communities.

The evaluation discovered that at the design stage of the program, the program developers took into consideration the traditional knowledge, attitudes and practices of these caregivers and parents as an important component of the program if it has to be effective and sustained. In this regard the program launched two important studies: the KAP study and a participatory survey on the general understanding and perception of parents and communities on psychosocial stimulation and protection in 2002. The results of these surveys guided the development of the Parental Education Program.

The program was therefore designed with a two-pronged approach. A comprehensive communication strategy developed with key messages on nutrition, health, water and sanitation, psychosocial development and protection of children. Simultaneously a parental education manual was also developed and used as a guide for the trainers to use at community level. These two documents formed the major tools used in the delivery of the program. The manual in particular served as the main guide for the training of trainers who trained non-literate community volunteers (Village Support Groups). 

The program targeted men, women and siblings as well as the multi-disciplinary facilitation teams which comprises civil servants from different social sectors working at community level in the rural areas.
In terms of program delivery the evaluation noted that the program was anchored on an existing program, the Baby Friendly Community Initiative (BFCI) that provided a natural link. This was very well conceived as this existing program already had the three elements of the integrated ECD approach, namely nutrition/ health, water hygiene and sanitation. The integration of the missing links such as psychosocial stimulation, protection and rights was very smooth a solid foundation had been laid already through the BFCI.
The content of the program was very comprehensive as it covered a wide range of topics which included the following:

1. Infant and young child feeding

2. Prevention of illness through promotion of environmental hygiene, water hygiene and use of bed nets

3. Child right and protection

4. Home management of common childhood illnesses

5. Cognitive development of the child through various means

6. Positive parenting practices   

During the key informant interviews it was noted that the number of BFCI communities sensitized on the ECD approach increased from 39 in 2002 to a total of 81 communities by 2006.  Over 12,000 caregivers, the majority of whom are women (mothers and grandmothers) were reached by the program by 2006. 

Specific attention was paid to influencing attitudes positively towards play and early stimulation. This was done through a number of workshops for trainers to build skills capacity at community level for the production and use of culturally relevant toys. It is important to point out that although parents recognize the importance of play in making their children happy, creative and sociable, few parents associated toys with early learning opportunities. 

The programme laid stress on increasing awareness on the relationship between play, oys and the development of the human senses. Thus specific skills such as social and emotional skills, fine-motor skills, cooperative and language skills, aesthetic and creative skills that were often forgotten were highlighted among others.  Songs were also developed to enhance play and games and to educate parents on the relationship between early learning and the use of toys.

During the focus group discussions communities demonstrated knowledge and skills in making culturally relevant toys and encouraging their children to play with these toys. They also demonstrated knowledge on the benefits of allowing and supporting children to play and have fun. Notably they mentioned that toys make their children to concentrate, develop fine motor skills, to think, to communicate with each other, to share, and above all, be creative.

In the key informant interviews program cost was also enquired. The fact that the program used the existing BFCI approach at community level indicates that due consideration was made at the time of delivery to the issue of cost. The Village Support Groups (VSGs) and Traditional Communicators were the main actors in the promotion of positive parenting in the intervention communities. All the frontline communicators were identified by their respective communities and trained by the programme for the task. 
The program also made good use of existing the Multi-disciplinary Facilitation Teams (MDFTs) and National UNVS in the three regions. The MDFTS and UNVs play an important role in the training of frontline communicators, sensitization of communities on the programme and supervision and coordination of parenting education activities. All these interventions have enhanced the cost effectiveness of the programme to a large measure.
The MSWG played a major role in the design and development of the programme manual, training of trainers on the use of the manual, and supervision of the training of trainers. The Group has also been instrumental in the supervision and observation of parenting education activities in the regions. In addition the Group helped build partnerships and alliances with key stakeholders and galvanized support for the implementation of the program at community level.

Programme funds were used mainly for training of trainers and frontline communicators, provision of supplies in terms of office equipment, transport/vehicles, stationery, production and procurement of teaching and learning materials for facilitators and parents, inputs for sanitary facilities and wells, tools for environmental cleaning, culturally relevant play things, bed nets and other logistical support. 

In the area of capacity building the evaluation noted that training was provided for all key actors, such as community members, parents/caregivers, health and education officials, Department of Community Development, UNICEF staff and traditional birth attendants. Topics covered include the concept of ECD; management of childhood diseases such as AIR, malaria, diarrhoea, measles, and malnutrition; exclusive breastfeeding; maternal supplement; infant feeding and Vitamin A supplementation. Seminars and workshops were also organized for Parent/Caregivers on hygiene and sanitation, early stimulation, monitoring growth, and child protection.

For social mobilization and partnership building part of the funding went into strengthening advocacy for increased community participation and sense of commitment to ECD through meetings, and the local communication channels. All these suggest that the program was well conceived and thought out both in terms of the design and implementation. The use of the BFCI and its structures as well as the use of the local decentralized structures as an entry point meant that costs at the level of delivery were highly minimised. The program made good use of the community members themselves in terms planning, identification and training frontline communicators, legitimization of the programme and supporting then efforts of the communicators. . 

4.2: DISTRIBUTION OF CHILDREN COVERED BY REGION AND STUDY        GROUP

Table 1 below shows that a total of 470 children aged 0 – 6 years were covered in the evaluation of which 248, representing 52. 8 percent were males whilst 222 or 47.2 percent are females. The table further shows that 297 of these children (63.2 %) were from the experimental or intervention communities whereas the remaining 173 (36.8 %) were from the control communities.


[image: image1]
Further analysis done in the table 2 shows that about 51 percent of the children were covered in the LRR. This is not surprising as 36 of the 70 communities covered by the evaluation were found in that region. Of the remaining, about 31 percent were from the CRR South, 4 percent from CRR North and 15 percent from URR.

Table 2: Proportion of Index children in communities by LGA, sex and Type of group
	 
	Sex
	Total

	 
	Male
	Female
	Count
	Col %

	 
	Count
	Col %
	Count
	Col %
	 
	 

	LGA
	Mansakonko (LRR)
	Type of Group
	Intervention
	108
	43.5%
	82
	36.9%
	190
	40.4%

	 
	 
	 
	Control
	24
	9.7%
	25
	11.3%
	49
	10.4%

	 
	 
	Total
	132
	53.2%
	107
	48.2%
	239
	50.9%

	 
	Janjangbureh
	Type of Group
	Intervention
	36
	14.5%
	42
	18.9%
	78
	16.6%

	 
	 
	 
	Control
	34
	13.7%
	33
	14.9%
	67
	14.3%

	 
	 
	Total
	70
	28.2%
	75
	33.8%
	145
	30.9%

	 
	Basse (URR)
	Type of Group
	Intervention
	11
	4.4%
	8
	3.6%
	19
	4.0%

	 
	 
	 
	Control
	27
	10.9%
	22
	9.9%
	49
	10.4%

	 
	 
	Total
	38
	15.3%
	30
	13.5%
	68
	14.5%

	 
	Kuntaur
	Type of Group
	Intervention
	4
	1.6%
	6
	2.7%
	10
	2.1%

	 
	 
	 
	Control
	4
	1.6%
	4
	1.8%
	8
	1.7%

	 
	 
	Total
	8
	3.2%
	10
	4.5%
	18
	3.8%


4.3:  PRACTICE OF EXCLUSIVE BREAST FEEDING (EBF)

The importance of breast milk to the development of a child cannot be overemphasized. However, in recent years, there has been a lot of advocacy and sensitisation on the importance of breast feeding.  The objective was to educate mothers/ caregivers on the significance of feeding their babies exclusively on breast milk in their first six months of life.

Questions on exclusive breast feeding were asked of parents / care givers whose children were less than 6 months old. The questions were intended to gauge the respondent’s knowledge and practice of exclusive breast feeding.  Table 3 below shows that 71 percent of the respondents in intervention communities practice EBF as opposed to 67 percent in control communities. This difference could be due to the impact of the parental education on the issue in intervention communities or its spillover effect in the control communities.

Table 3: Respondents by EBF practice and study group
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Regional analysis done in the table 4 below shows that in all regions, the prevalence of EBF among respondents was high in both intervention and control communities. Whether this situation reflects a spillover effect of the programme is yet to be established.

s 
Table 4: Respondents by EBF practice, study group and LGA
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4.3.1: FEEDING PRACTICE IN THE PAST WEEK

Because of the importance EBF in early childhood development, the question of feeding practice one week prior to the date of interview was asked of parents / care givers.  Among respondents in intervention communities, 73 percent fed their children with only breast milk whereas in control communities, the prevalence was 68 percent.

Table 5: Respondents by feeding practice in the past week and study group
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Regional analysis of feeding practice in the past week follow similar pattern as the EBF analysis above.  The table below shows that across all regions and in both intervention and control communities, most parents / caregivers fed their children with only breast milk in the one week preceding the interview.

Table 6: Respondents by feeding practice in the past week and study group and LGA
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4.3.2: First Food Given to New Borns

To further buttress on the practice of EBF, parents / care givers were asked the first food given to their new born. Table 7 shows that about 88% of respondents in intervention communities and 95% in control communities did not give anything to their new born babies before being given breast milk.  

Overall, 90% of the respondents claimed not to have given anything to their new born babies before initiation of breast feeding. About 51%  of these respondents are in LRR, 23% in CRR South, 1% in CRR North and 15% in URR.

Table 7: Respondents by new born feeding practice and study group
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Table 8: Respondents by new born feeding practice, study group and    LGA
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4.3.3: Support / Encouragement Given in the Practice Of EBF

Sometimes people tend to be reluctant to adopt a new practice either because of cultural beliefs and norms or due to limited knowledge on the practice. However, with thorough sensitisation and support, they change over time and embrace the new initiative.  Over the years Gambians have gone under intensive sensitisation on exclusive breast feeding. The National Nutrition Agency (NaNA) for example, have had series of programmes on the radio and television sensitising the population particularly women in the reproductive ages, parents/care givers on EBF as a recommended feeding practice for the physical development of a child. Given the importance attached to the development and welfare of children as future leaders, the international community has also set up a breast feeding week annually celebrated by most countries including The Gambia to promote the practice of EBF so that the future leaders will grow physically, healthy to assume their roles at adulthood.

Table 9 below shows that in both intervention and control communities, more than 70% of the respondents got support/ encouragement from a household and compound member to exclusively breast feed their children. In general, about 72% of respondents were supported/ encouraged to practice EBF. 42% of the respondents are in LRR, 18% in CRR South, 1% in CRR North and 11% in URR.

 Such high prevalence of support/ encouragement could be attributed to several factor including the PEP in intervention communities and its probable spill over effect in control communities..

Table 9: Respondents by support/encouragement to EBF and study group
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Table 10: Respondents by support/encouragement to EBF, study group and LGA
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4.3.4: Constraints in Practicing EBF

It is not unusual for people to be confronted with some constraints/difficulties in adopting a new behaviour or practice. For the practice of EBF, respondents were asked whether they faced any constraints/ difficulties along the way in adopting it. About 77% of respondents in intervention communities and 89% in control communities responded not to have any challenges to the practice. This is indeed an encouraging development.
Of those who claimed to have constraints/ difficulties, about 78% felt that only breast milk was not enough to feed their babies during the first six months of life while 11% said they fell sick. Six percent of the respondents in this category said they did not believed in the practice.

Table 11: Respondents by constraint/difficulty in EBF and study group
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Table 12: Respondents by constraint/difficulty in EBF, study group and LGA
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4.4: Optimal Infant Feeding (OIF)

After exclusively breast feeding their babies in the first six months of life, parents/ care givers are expected to introduce complementary foods to their children to maintain the gains in physical development due to EBF and to prepare them for weaning. Therefore, questions on optimal infant feeding were asked of parents/ caregivers whose children were 6 months to 3 years old. 

In general, about 95% of parents/care givers in the study population gave complementary foods to their children though the proportion is slightly higher in intervention communities (97 %) than in control communities (92 %). As with the practice of EBF, one could attribute the high prevalence of OIF in the study population to the success of the parental education programme and the interventions by NaNA and other stakeholders in sensitising the population particularly lactating mothers on best feeding practices.

Over 95% of those who claimed to have fed complementary foods to their children, 49% live in LRR, 28% in CRR South, 4% in CRR North and 13% in URR.  

Table 13: Respondents by practice of complimentary feeding and study 

                  Group
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Table 14: Respondents by practice of complimentary feeding, study 
                 group and LGA
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For those who practice OIF, about 36% starts giving complementary foods when their children were 3 – 6 months old, 57% started at 6 -9 months old, 5% at 9 – 12 months old and 3% after 12 months. Thus this shows that significant proportion of parents/ care givers practice EBF for a shorter duration and introduce complementary foods earlier. On the other hand, it is not normal for a child to be exclusively breast fed beyond the first 6 months of life. However, the study revealed late start of complementary foods as well for a significant proportion of parents/care givers.  

Table 13: Respondents by practice of complimentary feeding, age at 

                start and study group
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4.4.1: Reasons for Introducing Child to Complementary                                      

          Foods at this Age

Since different parents/care givers introduce complementary foods at different ages, it may be of interest to know why they choose to introduce it at that age.  Table 14 below shows that 34% of parents/ care givers gave ‘good health/ nutrition’ as the reason for introducing CFs at that age, 24% were with the opinion that it was the ‘most appropriate age’, 18% were advised by health workers to start at that age whereas 15% said it was a ‘good start in life’. There were other reasons advanced notable among which is ‘breast milk not enough’ accounted for by 24%. It will be observed from the table that the above pattern prevails in both control and intervention communities.

Table 14: Respondents by reasons for introducing CFs at that age 

                 and study group
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4.4.2: Frequency of Feeding

One indicator of whether infants and children are adequately fed is the frequency of feeding. The number of times and infant or child is fed on complementary foods may be positively correlated to the household’s per capita income and food security levels. One may expect that as a household’s per capita income rises, expenditure on complimentary foods will increase. Similarly, an increase in a household’s stock of food, may correspondingly lead to an increase in the number of times they feed their infants and children.

Table 15 shows that feeding infants and children 2 – 3 times was the most common in both intervention and control communities with 43 and 54% respectively. The practice of feeding more than 3 times a day was more prevalent in intervention than in control communities. This could be due to the impact of the programme on OIF in intervention communities or higher income and food security levels in these communities than in control communities.

Table 15: Respondents by frequency of complimentary feeding 

                 and study group
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4.4.3: Preparation of Child’s Food

To ensure healthy growth and development, a child’s food needs to be prepared under and stored in a hygienic environment. Most childhood illness can be prevented if parents/ care givers observe certain hygienic and sanitary measures particularly in preparing food and feeding children. It is therefore important to investigate whether the parental education program had instilled in parents/care givers best hygienic practices to follow in preparing food and feeding children.

It can be observed from table 16 that the observance of best hygienic practices was more prevalent in intervention zones than in control communities. For example, the practice of “always wash hands with soap and water” was observed by 51% of respondents from intervention communities as opposed to 33% in control communities. The practices of “always washing utensils clean with water and soap” and “use only clean water for cooking and drinking” were followed by 78 and 46% respectively in intervention communities and 66 and 43% in the control. The high prevalence of these practices in the intervention communities than in the controls could mainly be attributed to the impact of the parental education program.

Table 16: Respondents by measures of preparing child’s food 

                 and study group
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4.4.4: Storage of Child’s Food

Proper storage of food particularly of children will prevent it from contamination and reduce the incidence of illnesses due to food poisoning. As revealed in table 17, there was not much difference in the prevalence of storage practices between intervention and control communities though recommended practices like “dish and cover (wrapped in cloth) “ and store in “vacuum flash” were slightly more prevalent in intervention than control communities.

Table 17: Respondents by way of storing child’s food 

                 and study group
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4.4.5: Means of Feeding

Parents/ care givers should take precautions to ensure that the child’s food does not become contaminated at the point of feeding. Amongst the means of feeding identified, the use of cup/bowl and spoon was the most popular as observed by 89% of the respondents. In fact, the prevalence was slightly higher in control communities (91 %) than in intervention communities (88 %). Use of feeding bottle was also slightly more prevalent in the controls (6%) than in intervention communities (4%).However, whilst 6% of parents/care givers in intervention communities use their hands, the corresponding figure in the controls was 3%.

Despite the intervention of the parental education program, it appears that recommended means of feeding children were better practiced in the control than intervention communities. Therefore, one could deduce that in addition to the spillover effect, other actors such as NaNA and MCH programs have impacted positively on the control communities.

Table 18: Respondents by means of feeding and study group
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4.4.6: Support in Optimal Infant Feeding

Parents/care givers were asked whether they got any support from household and compound members in feeding their children with complementary foods. There was high support given to the practice in both intervention and control communities with 71 and 79% respectively. However, the activities of NaNA and other players might have impacted well on the control communities.

Regional analysis have shown that of the 71% who got support in the intervention communities, 50% were in LRR, 15% in CRR South, 3% in CRR North and 3% in URR. Of the 79% who claimed to get support for the practice in the control communities, 30% in LRR, 28% in CRR South, 3% in CRR North and 18% in URR.

Table 19: Respondents by support given to complimentary feeding and study group
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Table 20: Respondents by support given to complimentary feeding,   

                 study group and LGA
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4.4.7: Reasons for Not Being Supported in OIF

For parents/care givers who did not receive support for feeding their children with complementary foods, the reasons for lacking such support needs to be investigated.  Table 21shows that among respondents from intervention communities, about 29% reported that they were living alone and had no one around who could give support, 21% said they were alone and the child was all the time with them whilst 19% reported that they had no support because their child did not refuse breast milk. Two other major reasons advanced, whilst others said they lack the support because they had only breast milk to give, some reported that they never asked for support. About 12% of the respondents opined to each of the above two. In the control communities, the scenario slightly differs with 44% reporting that their child did not refuse breast milk, 21% said they were living alone and had no one around who could give support whereas “child always with me” and “never asked for support” each accounted for 15%.

Table 21: Respondents by reasons for not being supported in OIF  

                 and study group
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4.4.8: Food Taboos

Some cultures prohibit feeding children on certain foods which may actually be very essential to the child’s growth and development. Infants and children need certain quantities of minerals and vitamins to promote physical and mental development. These are found in essential foods which, if denied may impede the child’s growth. Therefore, parents/care givers need to be sensitized to abolish such food taboos.

From table 22 below, 68% of respondents in intervention communities and 60% in the control controls do not forbid any food to their children. This is impressive and shows that food taboos are gradually being abolished in both intervention and control communities.

Table 22: Respondents by practice of forbidding foods to children  

                 and study group
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4.4.9: Foods Forbidden

Although, food taboos are gradually being abolished across communities, there are still significant proportions of community members that hold the belief.  In the intervention communities, 53% of those who believe the concept of food taboo forbid solid / hard food, 27% forbid cold, bad, rotten and poorly cooked food whilst 8% forbid unhealthy food. In control communities on the other hand, 44% forbid their children from feeding on solid / hard food, 28% forbid exposed / uncovered food where as “unhealthy food” and “cashew, sorrel and potato leaves” were each forbidden by 9%.

Table 23: Respondents by foods forbidden and study group
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4.4.10: Reasons for Forbidding
From the responses to the question, it appears that most foods forbidden to children were for perceived health reasons and not necessarily associated to taboos.  As can be seen  from table 24 below, only 15% of respondents in intervention communities and 9% in control communities gave cultural / traditional beliefs as the reason for forbidding certain foods. All other reasons advanced in both communities and across all regions were related to the health of the child. This is an interesting trend as it indicate the food taboo culture is gradually disappearing.
Table 24: Respondents by reasons for forbidding foods to children  

                 and study group
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Table 25: Respondents by reasons for forbidding foods to children,  

                 study group and LGA
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4.4.11: Constraints / Difficulties in Practicing OIF

In putting their children on complementary foods, most parents/care givers might be constrained.  Table 26 shows that 33 and 27% of respondents in intervention and control communities respectively were constrained. 

Further analysis shows that 55% of respondents in intervention and 50% in control communities gave affordability as one of their constraints / difficulties in giving complementary foods to their children. Another major constraint / difficulty that cuts across communities was child’s refusal to eat other things: 20% in intervention and 11% in control communities. In the intervention communities, 12% of respondents gave acceptability of certain supplementary foods. This could be linked to traditional / cultural beliefs held by these people. In the control communities, 19% of respondents gave unavailability of supplementary foods as a constraint whilst 11% said it takes time to prepare complementary foods.

Table 26: Respondents by whether constrained or not in practicing OIF  

                 and study group
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Table 27: Respondents by constraints/difficulty faced in practicing OIF  

                 and study group
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4.5: Environmental and Water Hygiene

Proper environmental and water hygiene are essential for healthy growth and development particularly for infants and young children. Therefore it was important that the evaluation assessed the level of knowledge and practice by parents/care givers in environmental sanitation and water hygiene in bringing up their children. 
4.5.1: Water Hygiene 

The safety and cleanliness of water particularly for drinking largely depends on the source.  It can be observed from table 28 below that 45% of parents/care givers in intervention communities and 34% in the controls used piped or borehole water. Use of concrete lined well fitted with hand pump was more prevalent in control communities (57 %) than in intervention communities (45 %). Similarly, 57% of respondents in control communities use open line wells as opposed to 11% in intervention communities. 

In general, use of the safest source of water tends to prevail more in the intervention communities whereas lesser safer sources prevail more in the control communities.  

Table 28: Respondents by source of domestic water and study group
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In addition to fetching water from a safe source, it is important to protect it from all forms of contamination. Therefore, precautions need to be taken at the point of collection and storage before use. Table 29 below shows an analysis the precautions that parents/care givers take to ensure that water intended for domestic use are clean and safe. 

The analysis shows that about 55% of respondents in intervention and 49% in control communities fetch water in washed / clean containers. The act of filtering water domestic water is practiced by 32 and 25% of respondents in intervention and control communities respectively. On the other hand, about 18% of the respondents in control communities said they covered containers of water and 12% use containers with covers / lids. The prevalence of these measures in the intervention communities were 16 and 9% respectively.

In general, respondents in both intervention and control communities took measures to protect their domestic water from contamination. The practices seemed to be observed more in the intervention communities.  

Table 29: Respondents by measures taken to ensure domestic water is 

                 clean and study group
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4.5.2: Environmental Sanitation

As stated above, the observance of proper sanitary measures by parents/care givers is essential for the growth and development of infants and children.

The environment in which children live and play should be kept clean at all times. Table 30 shows that 97% of parents/care givers in intervention communities and 99% in control communities maintain their compound clean by sweeping and dumping. This is quite impressive on the side of both groups and suggests that other interventions other than the PEP have made an impact particularly on the control communities.

Table 30: Respondents by measures of keeping compound clean and 
                  study group
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The availability of toilet facility in a household or compound is one measure of ensuring proper environmental sanitation. Table 31 reveals that 94 and 95% of parents/care givers in intervention and control communities respectively have toilets in their compounds. This is again quite impressive on the side of both groups and could be attributed to the interventions of multiple actors. 

Table 31: Respondents by availability of latrine in compound and 
                  study group
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Despite the availability of toilets in over 90% of the compounds of parents/care givers in both groups of communities, there are still few who do not have one. The main reasons given for this were “not in good condition”(41 %), “cost of building one” (30 %) and “husbands objection” (19 %). This pattern cuts across both intervention and control communities.

Table 32: Respondents by reasons for not having latrine in compound   

                 and study group  
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Unlike adults, children cannot use toilets to pass out faeces. To avoid indiscriminate passing out of faeces within the compound and the surrounding, parents/care givers should properly handle children’s faeces. 

According to table 33, 71% of parents/care givers in intervention communities said their children pass out faeces in a chamber pot whereas in the control communities the corresponding was 68%. A significant proportion of parents/care givers in both groups (i.e 22% in intervention and 29% in control communities) said they used latrines. Certainly these must be older children of 3 – 6 years and not infants who unless assisted, cannot use the latrine. Similarly, a good proportion of parents/care givers in both groups allow their children to pass faeces on the top soil in the compound.    

Table 33: Respondents by where children pass fasces and study group  
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A lot of solid waste is generated daily in most households and compounds. If these wastes are not properly handled, they will be indiscriminately littered within and around the compound thus, becoming a health hazard to the growth and development of children.

Parents/care givers were therefore asked on the management of solid waste generated. According to table 34 below, 55 and 54% of parents/care givers in intervention and control communities respectively throw the waste in a backyard pit whereas 38 and 33% respectively dumped their wastes.   

Table 34: Respondents by solid waste management techniques and

                 study group  
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4.6: Child Rights, Upbringing and Protection

The rights and protection of children are of great concern to the international community and government. At the level of the United Nations, the General Assembly drew up a charter (United Nations Convention on the Rights of the Child –UNCRC) on children already ratified by most countries including The Gambia. Among other things, the charter aims at promoting the rights of children and protects them from abuse. 

In addition to ratifying the UNCRC, The Gambia Government has introduced and signed the children’s bill into law. It is in recognition of the above that early childhood development became an important component in the education sector. However, parents’ play a pivotal role in the early development of their children and it is in recognition of this that UNICEF supported the PEP and Early Childhood Development (ECD). 

It is the objective of this evaluation to assess the level of knowledge and practice by parents/care givers of fundamental child rights, upbringing and protection measures and targets those with children aged 3 – 6 years old. 

4.6.1: Interaction with Children

The interaction between a parent and his/her child is important to the mental or cognitive development of the child. The child should not be isolated or abandoned by the parents as this may impede on his/her mental growth. Instead, the family as the first institution of learning should encourage fruitful interactions with the child to broaden his/her mental horizon. 

Table 35 below shows that 93% of parents/care givers in intervention and 88% in control communities had very friendly and supportive interaction with their children. This is quite impressive and suggests the success of the parental education program on the issue in intervention communities and possible spillover effect in control communities. 

A very small percentage of parents seem rather unfriendly to their children in both groups though the proportion is slightly higher in the control group. 

Table 35: Respondents by way of interacting with children and study group  
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4.6.2: Measures taken to Prevent illness
It is the responsibilities of parents/care givers to monitor the health status of their children and to the best of their ability prevent them from falling sick.  It is the interest of the evaluation to know the measures that parents/care givers take to prevent their children from falling sick. Some parents may practice more than one such measure hence, there could be multiple response to the question.

Table 36 shows that an impressive 62% of parents/care givers from intervention and 64% from control communities observe regular child clinic attendance. Good personal hygiene was practiced by 57% in intervention and 61 percent in control communities. The population has been highly sensitized on the use of bed nets to reduce the incidence of malaria particularly among children. The evaluation shows that 61 of parents/care givers in intervention communities and 59% in control communities make use of bed nets. Keeping the environment clean is also necessary to reduce the incidence of malaria and the table shows the prevalence of this measure to be 50% in intervention communities and 42% in the controls. 

In addition to the above, there were other less important measures taken in both groups but one should not strongly conclude that these outcomes were the result of the parenting education program alone. Combined effects of other interventions could be responsible.     

Table 36: Respondents by measure of preventing child from falling 

                 sick and study group  
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4.6.3: Children and Play

The interaction of children with their parents is adequate but not sufficient to develop their mental capacities. A child’s interaction with peers greatly broadens his/her mind and thinking. Parents/care givers should therefore encourage their children to join their peers in play and make the environment conducive for play.  Table 37 shows that 91% of parents/care givers in intervention communities and 90% in control communities encourage their children to play. The impressive outcome is again an indication of the success of the program and its possible spillover effects.

Table 37: Respondents by whether encouragement is given to 

                 child to play and study group  
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In addition to making the environment conducive for children to play, parents/care givers should make toys available to them. This does not necessarily mean spending on imported toys, but even locally made ones are important. It could be observed from table 38 that a good proportion of parents/caregivers in both groups made toys available to their children, though the prevalence was higher in the control communities 60% as opposed to 57% in the intervention communities. A significant proportion in both groups however, did not have toys for their children which may be due to affordability or accessibility.  

Table 38: Respondents by availability of toys to children and study 

                 group
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Another way of making the environment conducive for play is to encourage children to interact with other children. Table 39 below shows that 88 and 89% of intervention and control communities respectively allow their children to interact with other children. Such encouragements were mainly allowing the child to visit peers or allowing peers to visit the child.  

Table 39: Respondents by whether child is encouraged to interact with 

                 others and study group
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For parents/care givers who do not encourage their children to interact with other children, the main reason advanced in both intervention and control communities was to avoid contracting communicable diseases. Other reasons given include “avoid fighting with peers” and avoid learning bad habits”. 

Table 40: Respondents by reasons for not encouraging child to interact 
                 with others and study group
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4.6.4: Beating/ Physical Abuse and Assault

In the upbringing of a child, some parents/care givers either physically punish or verbally assault a child for wrong doing. These may negatively impact on the child’s mental growth and development. 

Tables 41 below show that 56% of parents in intervention communities and 67% in the controls never beat their children in the two weeks preceding the interview. Similarly, 51 and 60 percent in the two groups respectively never assaulted their children during the same reference period. Though these are good indications, there are still significant proportions in both groups who physically punish or assault their children. This could be related to cultural beliefs and practices in the upbringing of children which may take time to change. 

Table 41: Respondents by whether child was beaten in the past two 

                 weeks and study group
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Table 42: Respondents by whether child was assaulted in the past two 

                 weeks and study group
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4.6.5: CLINIC ATTENDANCE

It is an obligation on every parent/care giver to take their children for routine clinical check-ups as the child has the right to good health. Table 43 shows that an impressive 96 and 93 percent of parents in intervention and control communities respectively regularly take their children to the infant welfare clinic regularly for weighing, immunisation and other services. About 70% of the children had Vitamin A supplementations This information was obtained through physical examination of infant welfare clinic cards presented by the respondents. This is in conformity with other studies such as the MICS which shows high immunisation coverage for infants and under 5s. However, the outcome cannot be attributed entirely to the programme but in combination with other interventions.

Table 43: Respondents by whether child regularly taken to clinic and 


      study group
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4.6.6: Child Care and Entertainment

The findings revealed that most parents/care givers leave their children under the attention of someone while they attend to other domestic work or social functions. 
Table 44 below shows that 35% of parents in intervention communities and 40% in the controls do leave their children alone. These are significant though lower in the intervention communities. It should be noted however that women are mostly the care givers and the pressure of domestic work could made them leave their children alone. Leaving children unattended may expose them to many risks including abuse and home accidents. 

Table 44: Respondents by whether child was ever left alone in the past  

                 week and study group
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A child needs to be entertained with stories and songs in a way to prepare him/her for learning. In the past, children gather around old women usually their grandmothers who tell them interesting stories or teach them songs. It would be interesting to know whether these practices still exist in our societies. Table 45 shows high prevalence of the practice in both groups of communities 77 and 78% in the intervention and control communities respectively. 

Table 45: Respondents by whether child was told stories and study 


     group
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4.6.7: Birth Registration

Every child has the right for his/her birth to be registered. Parents who failed to register their child’s birth are denying them a fundamental right. Table 46 below shows that 62% of parents/care givers in intervention communities and 76% in the controls registered their child’s birth. The impressive outcome in the control communities over the intervention communities shows that other interventions have been made in the area.  
Table 46: Respondents by whether child’s birth has been registered and 

      study group
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A significant proportion of parents/caregivers still deny their children this basic fundamental right particularly in the intervention communities. Numerous reasons were given by these parents/care givers for not registering their child’s birth. Some parents/care givers (about 24 %) said they were too busy or have no time to register their child’s birth, 12% could not afford to pay for birth registration, 8% said the place to register births is too far and about 7% did not know that a child’s birth should be registered.

Table 47: Respondents by reasons for not registering child’s birth and 

       study group
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4.6.8: Disability among Children

Disability whether physical or mental constrained an individual from performing certain functions and can even render him/her unproductive in society becoming a dependent on family members and neighbors.

Table 48 shows high proportion of disability among children. In the intervention communities 7% of parents/care givers reported their child to have disability whilst it was 11% in the controls. However, disability does not mean inability. These children should be encouraged to attend special needs learning institutions including vocational training so that they become productive members of society.

Table 48: Respondents by whether child is disabled and study group
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4.7 Qualitative Findings -Focus Group Discussions (FGDs)

4.7.1 Introduction/Discussions:

Thirty two of the 46 communities selected for the evaluation are located in the LRR. In other words, 69% of the evaluated villages are in LRR. Community leaders were engaged in the group discussions in all the 46 communities. There were a total of 49 community leaders’ sessions and the total number of FGD participants was 366. Out of the 366 community leaders that took part 218 (59%) came from LRR.

In CRR, 47 VSG members participated in the FGDs sessions in five group 2 communities and 29 in four group 3 communities. A total of 76 support group members were engaged in this region.  In LRR eight (8) VSG members turned up for the discussions in group 1 community, 155 in 18 group 2 settlements, seven (7) in group 3 village and 16 discussants in two group 4 villages. In short, 262 VSG members took part in the discussion sessions, out of whom 186 (71%) live in LRR. there was no VSG member FGD sessions in the URR.

Traditional communicators (TCs) were also said to have played very important roles in the promotion of positive child up bring practices. In the CRR 41 TCs were involved in discussion sessions in five (5) group 2 communities and 12 in two group 3 settlements and 10 in one group 1 village. Seven TCs were engaged in one group 3 village and eight communities in one group 4 villages. About 160 TCs were involved in FGD in the two regions (LRR).

Virtually all the TCs involved in the PEP are women. Only three are men and they are in the LRR. Only fifteen out of the 262 VSG members that took part in the FGDs are men. The community leaders discussants too are predominantly men; there were 51 women (14%). Some (18%) of the community leaders (CLs) that were engaged in the FGDs are religious leaders and scholars, including five imams and deputy imams.

The level of participation in the group discussion was rated as very good by almost all the moderators in all the three regions. The level of participation with individual was naturally influenced by a number of factors. By its nature, FGD as method of data collection has some inherent limitations.

The agenda for the FGD sessions centered around four broad areas: knowledge, perceptions and attitudes; practices and general issues. The FGD checklist was prepared along these lines and structured into three main sections. The VSG members and TCs were asked to explain their roles in the PEP; their views about how families/parents reacted to their activities; training and supervision mechanism; constraints in carrying out their roles. They were also asked to make any recommendation they might have.

Responses from Discussion Sessions

Community leaders: knowledge, perception and attitudes – Group 1 and 2

Question 1: “Care for Healthy children”

The majority of the discussants cited nutritious food, regular clinic attendance, good personal hygiene and home hygiene as important factors in the care of healthy children. Good quality water and use of impregnated nets were also cited factors in ensuring good health. The questions elicited seven different responses or themes. Other less frequently mentioned were “putting on clothes, good shelter and birth spacing”.

Question 2: “Care for sick children”

The majority of the participants opined that the three most important things for the care of a sick child are good personal hygiene, taking the child to the clinic and feeding nutritious food, followed by “keeping the environment clean”. Some of the opinion leaders mentioned safe drinking water, giving the child medicine in accordance with medical advice and cuddling the child. There was a degree of difference of opinion in many groups as to which factors were most important in this context.

Question 3: “Disabilities and care for child with disabilities, type of disabilities”

Not many participants responded to the first part of this question. This was perhaps out of ignorance or limited knowledge of the subject matter. The only forms of disabilities mentioned by the groups are mental disability, visual impairment and dumbness.  On the second part of the question, the most frequently mentioned point had to do with ensuring intimate relationship with a child with disability, giving them quality food, equal love and affection, providing them with good shelter and clothing and sending them to school. Many of the discussants alluded to the fact that a child with disability should not be discriminated against. Provision of technical aids and giving the child encouragement also featured significantly in the discussions.

Question 4: “Factors that help a child to grow physically and mentally”

The question elicited 11 themes. The most salient points made by the groups were feeding of quality food, early child education and schooling; caring and friendly relationship with parents/caregivers; clean and safe environment and exclusive breastfeeding. A few people made reference to the fact that children should not be beaten or yelled at. A male discussant in the LRR said “people think that it is only good food, clothing and hygiene environment that make a child develop mentally and physically. If you don’t show your child that you care and love for him/her and if you always shout at him/her, s/he will be disturbed and once he sees you as a hard parent then you are creating a problem for the child right from childhood”.

Question 5: “Exclusive Breast Feeding (EBF)”  

The vast majority of the participants who responded to this question defined exclusive breastfeeding (EBF) correctly. The point “it means giving nothing apart from breast milk for 12 months” was made once. Many of the leaders said EBF makes a child healthy and bright, thereby increasing survival chances. The other benefits of EBF did not come out clearly.

Question 6: “Clean domestic water”

Eight different responses were captured in this question. According to the participants “clean and safe domestic water” is water put in a clean container, water that is filtered, water that is covered or pipe-borne water. Several other people alluded to the fact that “clean water” has no color or taste. Some of them said water from a well located at least 30 meters from a latrine can be considered safe.

Question 7: “Complementary feeding”

When participants were asked to talk about complementary feeding, a mixed-bag of responses was obtained. Many cited complementary feeding as the feeding of cereals pap fortified with anyone or more of these ingredients – smoked fish, milk, eggs, sugar and oil. A handful of them mentioned “fermented cereal pap”.  A few people said they had no idea what constitute “complementary feeding”. Breast milk was not mentioned at all as a component of complementary feeding. 

Question 8: “Nutritious food for child 0 to 3 years”
Most of the participants simply repeated the “fermented cereal pap” concept. In addition some opined that nutritious food for children 0-3 years enhance growth and development. The discussants did not say much here.

Question 9: “Safe and clean home/community environment”

Six different responses were obtained. In the opinion of the majority, safe and clean environment meant “an environment free from stagnant water and swept regularly’. They said clean and safe environment promotes health and prevent illness. The perceptions of the leaders seem to be narrow as far as this issue is concerned.

Question 10: “Child faeces”

This question generated five responses. The most frequently mentioned points were: children should be encouraged to use the latrine instead of defecating on the top soil, children should use the chamber pot, it is important that adults wash their hands properly after handling children’s stool. The point that a child’s faeces are as hazardous as that of an adult was not raised in the discussions.

Question 11: “Encouraging and supporting a child to play”

This question generated intense debate in many of the groups. A range of divergent view were expressed but interestingly there was consensus on two points –

Playing and allowing children to play help to develop their mind and health; making or buying toys is a way of encouraging children to play. A number of participants felt that it is the right of the child to play. Few people mentioned “allowing a child to play gives their parents a break from the burden of looking after them”. A female participant in Sasita toranka said “white people allow their children to play. They provide them with many toys and allow them to explore things with their hands. Here we think play spoils our children. All play and no work are bad but discouraging children from playing or not providing them with toys is bad because the child will become bored and dull”.

Question 12: “A child interacting with his/her fellow children”

This question did not attract much participation. The few responses obtained were allowing: a child to interact with other children enables them to make friends and “it promotes good kinship ties in the neighbourhoods”.

Question 13: “Singing and telling children stories”

A total of four different responses were given and divergent views were expressed. Many of them felt singing and telling stories was important to the cognitive and emotional development of children while some simply thought story telling was just part of Gambian tradition. Those who expressed a positive view added that singing and telling children stories were a way of making children happy.

Question 14: “Taking a child regularly to clinic for growth monitoring and immunization”
Only two responses were given for taking children regularly to the clinic. First;  to prevent illness through vaccination and secondly to weigh children. The community leaders seem to have a narrow understanding of the importance of taking healthy children to clinic regularly.

Question 15: “Registering the birth of children”
Five different responses were generated in relation to child birth registration. The view expressed most was that birth registration shows one’s identity and nationality, followed by “it is a child’s right to have his/her birth registered. Some said it makes travelling easy while few mentioned that it helps to obtain other documents”. A man in Barrow – kunda is reported to have said “people of my age don’t know what is involved in registering a child’s birth but we know that it is important because what they write on a birth certificate cannot be remembered through generations. In the past we believed that when you count people or record their birth they will die but now those beliefs are disappearing”.

Question 16: “Social ills (bad habits) and their causes amongst children”
Participants gave eight mixed responses. The majority said bad habits are learned from peers. One respondent said “birds of the same feather flock together”. Some also mentioned that poor child up bring, failure to show good examples, and influence of the media were to be blamed. A number of them said any behavior or action that is disapproved by society is “bad” – citing stealing, telling lies and cheating as examples.

Question 17: “Parents interacting with their children”

Few responses were generated from the question and most them were on interaction and not importance or otherwise of parent-child interaction. The most salient views expressed was “showing love and care and advising and guidance as oppose to yelling at them are better methods of positive interaction”.

Question 18: “Pre-school education”

The question elicited five different responses. By all standards the answers were positive. Majority of the participants said early childhood education develops child’s mind at an early age. Some said “sending children to early education centres or play centres reduces the burden of childcare on the parents”. A number of the discussants opined that early childhood education was a mean of training and setting the child on the road to school. A few people agreed that early child education encourages families to keep their children neat and smart. A religious leader in Darsilameh said “we are not opposed to early childhood education because our prophet says a person should learn from the cradle to the grave but we should be careful not to teach children bad western values or anything that will jeopardize their future. The human mind is like an elastic; if you pull it, it will stretch but if you don’t pull it will remain as it is – so the earlier we send children to school the better; but we should not play down the importance of early enrolment in Daara either”.

Question 19: “Benefit of programme on caregivers and families”
The participants expressed the following views that childcare and up bringing practices have improved; that survival chances for children are better now because of improved childcare and decrease in prevalence of infant ailments and problems; families are happier and life has become more meaningful; birth control measures are more widely practiced now. When some of the participants were asked to elaborate, a few said that the importance of feeding nutritious foods to children and allowing children to participate in early child education has now become more visible. A woman in Kwinella opined “I can’t tell who takes the credit but the general health, wellbeing and mental state of children have now improved a lot. A happy mind in a healthy body makes a person live long. Once our children have a good wellbeing, we as families and communities will be happy. This programme is contributing a lot in this sense”.

Question 20: “Corporal punishment”

The issue of corporal punishment triggered a debate in most of the sessions. Opinions were divided on what constituted “reasonable” punishment and whether or not corporal punishment is justifiable. Nevertheless a good number of the participants said it was only stubborn and unruly children that are punished by their parents. While some felt corporal punishment is meted out on children out of frustration. A significant proportion of the participants also opined that “corporal punishment is a disciplinary measure. Some discussants said corporal punishment was necessary because if children are left to grow up without using the cane reasonably on, them they will become spoiled”. Slightly more than half of the participants maintained that corporal punishment was not bad in principle; they argue it is excessive form of punishment that is unwarranted. An opinion leader in Sareh sofie said “punishing children is not bad in principle become even in the west kids are punished. The debate is about the mode of corporal punishment and whether parents have the right to met out corporal punishment on their kids. Excessive use of corporal punishment such as beating, burning fingers or subjecting the child to severe pain, is unwarranted and inhumane; but to smack a child mildly or so is sometimes necessary, just to make them realize that they have done something wrong. If kids can’t be punished at school that is ok but at home they cannot be left like that”.

FGDs with community leaders Group 1 and 2 communities: roles of community leaders in PEP

Introduction

The community leaders were asked to explain their roles in the parenting education programme, with specific reference to the promotion of childcare practices. The FGD sessions were centered on the issues itemizes in section “A” of the FGD checklist (knowledge, perception and attitudes). Participants were asked to state their roles and relate them to the specific issues, one after the other.

Responses

The responses of the participants can be categorized as follows:

1. Advise parents and families to take the education they are getting from VSG members and TCs seriously;

2. Advise parents and families to put into practice what they have been taught;

3. Advise men to be involved in the care, training and up bringing of their children;

4. Projected VSG members and TCs as good citizens so that parents and families will take their efforts seriously;

5. To intervene when any misunderstanding or problem crops up between couples or within families with regards to any issue being addressed in the PEP;

6.  Setting good examples as community leaders, for instance by demonstrating responsible childcare practices;

7. Advocate for the community to cooperate fully with the programme and field workers;

8. Advise community to make sure their water is protected and to keep the environment clean;

In addition to the above broad roles, certain specific roles were cited in a number of sessions:

1. Advising parents to enrol their children in early education centres and Daaras;

2. Advising parents not to met out corporal punishment on their children;

3. Giving good food to children and personal hygiene;

4. Treating children with disabilities equally and supporting them according to their needs;

5. Emphasizing the importance of love and affection to children.

A number of the leaders were not very sure what their roles in the project. Some felt they need to be inducted on their roles. 

FGDs with community leaders in Group 1 and 2 communities: Section “C” (General)

Responses

Question 1: “Perceived benefits of programme on children”

The community leaders said the benefits of the PEP on their children and families were as follows, in order of frequency:

1. Improved child health and prevention of illness;

2. Cognitive and mental development of children;

3. Prevalence of childhood illness and malnutrition has gone down;

4. Improved personal hygiene and child feeding practices;

5. Children start learning early in their life, thus making them accustom to going to school;

6. Parents/caregivers have acquired good skills which are being transferred to other community members.

Question 2: “Who support this programme externally?”

Half of the respondents named UNICEF and the other half mentioned Gambia Government or NaNA as the agencies funding or supporting the programme externally; many respondents said they had no idea.

Question 3: “Roles of the community in the programme”

The participants were almost stuck on this question. The moderators had recourse to probe exhaustively and in the final analysis some group members mentioned some of the perceived roles of the community in the PEP. The majority cited “spreading knowledge and skills in childcare and up bring”, while some mentioned “taking children to early education centres and school”. A few said the roles of the community included encouraging mothers to act on the advice of VSG members, TCs and programme field staff.

FGDs with community leaders in Group 3 communities:

In this category of communities only one session was held in LRR (seven participated), three sessions in URR (26 participated) and no session in CRR.

Section A: knowledge, perception and attitude

Question 1: “Care for Healthy children”

The most salient points that emerged from the sessions were feeding of nutritious foods and use of bed nets for prevention of malaria, followed by “taking to the clinic regularly” and “good personal and environmental hygiene”. Several participants also alluded to the importance of ensuring that children are not left naked. Even though community leaders in these sessions live in control villages, they did fairly well on this question

Question 2: “Care for sick children”
The majority expressed the view that caring for sick children entails feeding good foods, giving drugs as prescribed, good personal and environmental hygiene.

Question 3: “Disabilities and care for child with disabilities, type of disabilities”
Most participants mentioned blindness, “paralysis” and deafness as the most common disabilities. The majority felt good personal hygiene, responsible and caring relationship and treating the child equally as other children were key. Few participants mentioned “taking child to school”.

Question 4: “Factors that help a child to grow physically and mentally”

The most frequently mentioned responses were practice of EBF, talking to children in a caring and friendly manner and enrolling children in school. Feeding good quality food and making sure children are not burdened with work or domestic chores also featured prominently in the discussions.  A woman in Kaiaf is quoted here “a child is like a young plant, if you protect it by fencing it, water it regularly and make sure weeds don’t grow around it, it will blossom and give you a good yield. So if you want your child to have a good start in life and grow up happy and become intelligent, you must be his/her friend, show them you care and love them and deal with them nicely. Yelling and beating does more harm than good”.

Question 5: “Exclusive Breast Feeding (EBF)”

Most discussants correctly discussed EBF as giving a child nothing by mouth but breast milk from birth to six months of age. A few of them defined EBF wrongly. No mentioned was made of the benefits of EBF.

Question 6: “Clean domestic water”

Like their counterparts in group 1 and 2 communities, the majority of the discussants here defined “safe and clean” domestic water  as water that has the following qualities: stored in a clean container, pipe-borne, drawn from wells located at least 30 meters from the nearest latrine; colourless, tasteless and filtered.

Question 7: “Complementary feeding”

The majority of the discussants described complementary feeding as “cereal pap fortified with any one or more of these ingredients- smoked fish, milk, sugar, oil, eggs, bananas, green leaves”. The group did fairly well but they failed to mention breast milk as an important component of complementary feeding.

Question 8: “Nutritious food for child 0 to 3 years”
The discussants repeated the responses they highlighted in question 7.

Question 9: “Safe and clean home/community environment”

When asked what their perception of “clean and safe environment” was most respondents reiterated regular sweeping, an environment free from stagnant water, and environment free from littering. There was no mentioned of the relationship between the state of the environment and good health.

Question 10: Child faeces

The most common responses elicited by this question were hygienic use of the chamber pots, washing one’s hands thoroughly after handling a child’s faeces and “making sure children use the latrine as opposed to defecating on the soil”. 

Question 11: “Encouraging and supporting a child to play”

When the respondents were asked to discuss the issue of encouraging and supporting children to play, they raised four major points. The points that appeared foremost were “buying and making toys for children”, followed by “bringing children together in a group and allowing them to play and have some fun”. Few respondents said play and having fun is healthy and develops the mind.

Question 12: “A child interacting with his/her fellow children”

The majority of the respondents opined that interaction among children was essential for making friends and learning from one another. A man in Madina Kaiaf in LRR said “human relation start early in life; it extends beyond baby and mother. When you allow your child to interact with other children you are simply helping them to develop their mind and learn the art of give and take. Here our children interact a lot but we cannot allow good children to interact with bad potatoes; I think you know what I mean”.

Question 13: “Singing and telling children stories”

The number of responses obtained on this question across sessions include the view that singing and story telling is part of Gambian culture. Some went further to add “yes this is an important part of our culture but unfortunately it is dying. Story telling and singing is a medium of teaching and training”. A number of the respondents were of the opinion that singing and story telling to the children is part of the intellectual development process. The leaders in this category of control communities did very well on this question.

Question 14: “Taking a child regularly to clinic for growth monitoring and immunization”

The respondents said taking children regularly to the clinic was very important. When they were probed some said it was important for growth monitoring (weighing) and vaccination. A woman in Soma elaborated “children are not taken to clinic just for vaccination and weighing. Their mothers are taught certain skills, and if a child is sick their illness is detected and treated. But the men seem to hate taking their children to the clinic. The people in charge of mother and child clinics in the rural areas should address that problem”.

Question 15: “Registering the birth of children”

The points that emerged foremost from this question were: that birth registration and certification is an attestation of citizenship and identity. Some discussants asserted that the birth certificate is vital for obtaining other legal documents. The issue of “right” also came up but not quite strongly. This lack of strong emphasis seems to point the fact that birth registration is not very much perceived by the leaders as a fundamental child right.

Question 16: “Social ills (bad habits) and their causes amongst children”

Most participants attributed bad behaviors and social ills/vices to the notion that children learn them from bad peers. A number of respondents blame the phenomena on irresponsible parenthood, the media and “poor up bringing of children”.

Question 17: “Parents interacting with their children”

There was consensus among respondents that good interaction between parents and children is essential and important. Many of them elaborated, saying “parents have a responsibility and an obligation to develop and nurture rewarding relationship with their children”. They cited “showing love and care” and “discussing and explaining things rather than yelling” was a positive mode of interaction.

Question 18: “Pre-school education”
The most prominent responses that emerged from the discussions with regard to the question are “early child education make a child accustomed to going to school”, followed by “development of the mind and the soul at an early age”. Early childhood education was perceived by a significant proportion of participants as a mean of training and promoting personal hygiene and responsible up bringing. A few respondents expressed the view that taking a child to an early education center/play center reduces the pressure in childcare at home.

Question 19: “Benefit of programme on caregivers and families”
This question was not discussed because it was not relevant to the category of participants in question.

Question 20: “Corporal punishment”

The majority of the community leaders said corporal punishment was not wrong in principle. They argued that if a child is to be punished, they must be punished sensibly and not excessively. In many of the groups a debate ensued on where and how to draw a line between moderate and excessive corporal punishment. Many participants also opined that corporal punishment was undesirable. Yet still, some of them asserted that corporal punishment was always borne out of frustration on the part of the parents/caregivers.

FGDs with Village Support Group (VSG) and Traditional communicators (TCs) in Group 2 communities in LRR and CRR:

Responses

Question 1: “Explain how you were enrolled in the programme”
The communicators unanimously said they were selected by the communities through consultation; six of them said they were co-opted by their fellow communicators. 

Question 2: “Overall objective of ECD Project”
There was wide consensus among the groups that the objective of PEP was a follows:

1.  Increase awareness and knowledge of child health, care and up bringing;

2. Train and set children on the road to responsible adolescence and citizenship;

3. Promotion of positive child health and nutrition;

4. Promotion of EBF and feeding of nutritious complementary foods;

5. Prevention of child illness;

6. Increase survival chances, thereby slicing infant/child mortality rate.

The respondents in LRR put more emphasis on “promotion of EBF and complementary feeding” when compared to the responses obtained from the CRR participants.

Question 3: “Can you say something about your roles (this category of discussants) in the programme”

The respondents summed up their responses as “educating and supporting parents/families in childcare, up bringing and child health/nutrition”, followed by “promotion of environmental hygiene”. It was clear from the limited number of responses and lack of detail that the VSG members could have done much better.

Question 4: “How roles are performed”
When asked how they carried out their roles as VSG members, most of the participants said they always made sure parents practiced what they were taught. Many of them cited education and sensitization/facilitation of periodic communal cleansing exercises. They also made it clear that songs and drama shows were conducted mainly by TCs and organized drama groups in their communities. Judging from their officially assigned roles, it would appear that VSG members either doing little parenting education or failed to enumerate their activities clearly.

Question 5: “It seems educating and advising people is one of your roles tell me your targets”
The participants named parents, caregivers, pregnant women, breastfeeding women, children and the larger community as their target for parenting education. They did very well in this question.

Question 6: “Feelings of families and the community about your activities”

According to the support group members, families and caregivers are highly appreciative of their activities. The majority of them felt their communities were cooperative and supportive. They rated the relationship between themselves and their communities as “very cordial”.

Question 7: “Can you say something about the training you had received on PEP”
The slight majority of the VSG members opined that all the training they received over the years was effective, relevant, useful and good. Many of them felt that they are knowledgeable and have acquired relevant skills for parenting education. The majority described the various training sessions as “successful”. Nevertheless, another significant proportion of the participants strongly felt the training they have received was neither sufficient nor adequate. In one session in CRR, group members said “we went through several training sessions over the years and truly speaking they have been useful but there are certain issues that ought to be addressed – for instance sometimes the duration of the training is too short. Another concern we have is that our trainers should recognize that the things they train us in are technical and tricky so they should try to go at our pace – sometimes they rush through certain things”.

Question 8: “How do you feel like being VSG/TC”

In response to this question, the majority of respondent asserted they were happy, proud and felt privileged to serve their communities as VSG members. None of the participants expressed reservation about serving as a VSG member.

Question 9: “In any job supervision is important; how do you feel about the way you are supervised”
Opinions were split on the question of supervision. Nearly one half of the participants said they were satisfied and happy with the way and manner in which they were being supervised and another half strongly felt that they are poorly and irregularly supervised. Few discussants said they were not being supervised at all.

Question 10 & 11: “Any constrains in carrying out your roles and how can they be addressed”

The majority of the VSG members said they were faced with some constraints in carrying out their roles. When asked to elaborate, the majority said more training and routine supervision was urgently needed. They also lamented that their basic needs and concerns need to be addressed, such as close supervision and contact, provision of necessary tools and resources and recognition and appreciation of their efforts by the authorities and field staff. Many participants also alluded to the opening of “more centers”. A number of them raised the questions of transport or means of transportation/travel, supply of machines, and more funding for community-based activities. Many participants felt it was necessary for them to be provided with “recorders”.
Question 12: “Your feelings about your relationship with mothers and caregivers”
There was consensus among the discussants that their relationship with their respective communities was cordial, smooth and mutually rewarding.

Question 13: “Opinion on benefit of programme to community”
This question elicited six responses. The majority of the VSG members claimed that a reduction in prevalence of childhood illnesses has been registered, and consequently a reduction in infant/child mortality. A significant proportion of them said knowledge and skills in parenting and childcare have improved significantly among parents and families. The pace of early childhood education/enrolment in pre-school is also believed to have been accelerated.  Some participants asserted that the PEP has contributed to an improvement in environmental hygiene.

Question 14: “Lets discuss if there is any thing that motivate you to serve the community as VSG member /TC”
Asked if there were any factors that motivated them to work as VSG members, the discussants provided many interesting responses. The majority said they derived satisfaction and a sense of pride from serving their own people. Some said being a VSG member is learning and skills acquisition process. Nearly the same proportion of them said they have built a strong coalition in their respective communities. Many participants said the fact that they have been selected by their communities means trust bestowed in them-this they said was an incentive. Few said they were motivated by the fact that they interact with many people, both within and outside their localities. A VSG member in Jifarong said “you don’t do this kind of voluntary work for pay or any kind of material reward – it is the blessing, the sense of satisfaction, sense of duty to one’s community and the respect you earn in the process that keep you going. If you have trained a parent in how to feed their child or understand child right issues or what it takes to develop a child’s mind, you achieved a lot”. The VSG members expressed positive sentiments with regard to how they felt like serving in the VSG. This is an encouraging development indeed.

Question 15 & 16:  “Anything else to discuss and any recommendation”
These questions opened the floor for recommendation and general discussions. Many discussants seized this opportunity to reiterate the need for more supervision, suggestions to expand the PEP into other villages, the need for better collaboration between communities and VSG members, provision of more materials, opening of more pre-school centres, provision of more bed nets, and rehabilitation of centers and reactivation of the PEP.

FGDs with Traditional communicators (TCs) in Group 2 communities in LRR and CRR:

Responses

Question 1: “Explain how you were enrolled in the programme”
Like the VSG members, all TCs but four said they were selected by their communities; few of them said they were co-opted by their peers.

Question 2: “Overall objective of ECD Project”
The objectives of the PEP as stated by the TCs are very similar to those stated by the VSG members, and they got it right.

Question 3: “Can you say something about your roles (this category of discussants) in the programme”

The TCs said their roles in the PEP were to spread messages on childcare and parenting. A number of them cited environmental hygiene and supporting families at home in regard to the up brining of children.

Question 4: “How roles are performed”
Asked how they conducted their activities, the majority said they were involved in parenting education sessions with families, home visiting and singing/animation. Compared to the VSG members the TCs were better able to explain their activities in the context of parenting education.

Question 5: “It seems educating and advising people is one of your roles tell me your targets”

The question elicited four major responses. The main target audience mentioned were parents/families, children and other community members. All the TCs maintained that they deal with the same target groups as the VSG members did.

Question 6: “Feelings of families and the community about your activities”
At least all the discussants asserted that families and parents were happy with their performance; they claimed that their efforts were highly appreciated by the communities.

Question 7: “Can you say something about the training you had received on PEP”

Most of the participants described the series of training they received as effective, helpful, good, adequate and successful. Conversely, a good number of them described the TCs training as inadequate. In short there was no consensus on how TCs perceived the quality of the training they received.

Question 8: “How do you feel like being VSG/TC” 

The discussants responded to this particular question exactly like the VSG members.

Question 9: “In any job supervision is important; how do you feel about the way you are supervised”
Slightly over half of the participants said they were being supervised satisfactorily. However, many discussants said they were not happy with the quality of supervision, they charged that supervisions were irregular and ad hoc in nature.

Question 10 & 11: “Any constrains in carrying out your roles and how can they be addressed”
Virtually all the participants revealed that they were faced with certain constraints. They cited the need for more support in their work, more training, increased and more systematic supervision, provision of critical resources and more funds.

Question 12: “Your feelings about your relationship with mothers and caregivers”

This question generated three major responses – the discussants described their relation with the parents and families as “cordial”. The second most frequently mentioned point was “common understanding and mutual respect prevails between the two camps”.

Question 13: “Opinion on benefit of programme to community”
The majority of the participants claimed that the PEP has brought the following benefits to the communities:

· increased awareness and knowledge of childcare and proper parenting skills;

· reduction in the prevalence of childhood illnesses and malnutrition;

Other opinions expressed with regard to the perceived benefits of the PEP were; clean environment and improved relationship between parents/caregivers and their children.

Question 14: “Lets discuss if there is any thing that motivate you to serve the community as VSG member /TC”
As for the factors that motivated them to serve as TCs, the discussants cited nearly the same factors as the VSG members – sense of obligation to serve one’s community, experiences gained in the PEP, sense of satisfaction and pride derived from working for one’s own community, exposure and the privilege of interacting with many people both within and outside one’s community.

Question 16: “Any recommendation”
When asked to make any recommendation they might have and raise other issue, the discussants made almost the same recommendations as the VSG members. 

4.7.2 Analysis of FGDs
1. As far as knowledge and perception is concerned, there was no difference whatsoever between the community leaders in the programme intervention communities and those in control villages with regards to perceived factors that are important in care for healthy and sick children. Even though the community leaders were not the primary target for parenting education, the expectation was that those in the intervention communities have demonstrated more knowledge and better attitude toward caring for sick and healthy children, compared to their counterparts in the control villages. This assertion is based on the fact that community leaders in the intervention villages are more exposed to parenting education messages and activities than those in the control communities.

2. Community leaders demonstrated limited breadth of knowledge with regard to various types of disabilities among children. Nevertheless they made very good points as far as “perceived needs” and children with disabilities were concerned. Again there was no significant variation in the perception and attitudes between community leaders in the intervention villages and controlled communities.

3. Generally the community leaders demonstrated good understanding and positive attitude towards the factors considered important to the psychological and physical development of a child. In addition virtually all of them were able to correctly define EBF and complementary feeding of children 0-3 years. The only factor that did not emerge from the discussion was the “breastfeeding” element in complementary feeding. The participants in the control communities did equally well in all these issues compared to their peers in the intervention villages.

4. The community leaders’ perception of “clean and safe environment” and “clean and safe domestic water” was not too bad. One major gap in the level of knowledge and perception was that hygienic disposal of human excrement was not mentioned in any of the groups as an important consideration in environmental hygiene. Overall positive attitudes were reflected during the discussions with community leaders. 

5. Community leaders did not show much enthusiasm talking about the perceived importance of encouraging and supporting children to play. The limited number that decided to talk about the issue raised many important and interesting things. Community leaders’ attitude to the issue is however positive. They were able to draw an interesting connection between play and development of the child’s physical health. The participants in the intervention villages demonstrated a slightly broader horizon on the issue than those in the non intervention settlements. 

6. There was consensus among community leaders that interacting with children in a responsible, friendly and supportive manner, including telling them stories and singing to them, is important and crucial to their intellectual and emotional development. The importance of taking children regularly to the clinic was also recognized by opinion leaders. However, most of the male participants were able to mention only “weighing” and “vaccination” as reasons for taking a healthy child regularly to the clinic. Again, there was no difference in attitudes, knowledge and perception between those who live in intervention villages and those in control villages.

7. Birth registration and certification was described by all the respondents as “important”. They cited several factors to illustrate its importance but it was only few opinions that mentioned the “child right” dimension of the issue. Birth registration is still perceived as an issue of convenience.

8. The advantages and benefits of early childhood education were articulated by the community leaders in a positive manner. They associated many benefits with early childhood education and enrolling children at nursery schools. This is a very encouraging and a positive trend. As was the case generally across the trend that emerged from the discussions, there was no difference in attitudes and perceptions between opinion leaders in the intervention communities and those in the control villages.

9. The most prevalent attitude toward corporal punishment among community leaders is that the act of meting out punishment on children was permissible, at least in principle. However, a significant proportion of them argued that if corporal punishment is to be done, it should not be excessive. More seriously, corporal punishment is not perceived by many leaders as child abuse. The perversity of opinion and the controversial nature of the responses suggest that more work needs to be done in this area.

Role of Community Leaders in the PEP C communities

As can be seen from the range of responses, community leaders in the PEP communities were able to itemize their roles in the programme, as perceived by them. If the responses are anything to go by, it can be deduced that the community leaders were very much aware of their roles and its importance in the programme. Community leaders are key gatekeepers. If they don’t lend legitimacy and credibility to any social intervention programme of this nature, nothing much can be accomplished. Some of them were not sure of their roles in the programme while a number of them said they would like to have an orientation. These views are important and should be noted.

Other trends emerging from the FGDs with community leaders

1. The views prevailing among community leaders in the intervention communities is generally positive about the parenting education programme

2. As to what agency was supporting or financing the PEP, the community leaders were divided. This suggests that many community leaders couldn’t differentiate between UNICEF, NaNA and Government. In the future UNICEF’s roles in the PEP should be given more prominence, without overshadowing parenting education activities in general.

3. The influential leaders did not do very well in the question that had to do with the roles of their communities in the programme. Again, in the future, the roles of the community in the programme should be articulated more clearly.

FGDs with Village Support Group and Traditional Communicators

1.  The vast majority of the village support group members and traditional communicators were selected for enrolment into the PEP by their communities. Another positive thing that emerged from the discussions with the frontline communicators is that they were able to state the objectives of the programme clearly.

2. The traditional communicators seemed to have explained their roles and activities better than the village support group members. It would appear that the village support group members are either not delivering the goods or they had a narrow view and perception of their roles. This needs further inquiry and assessment in the communities. Nevertheless both categories of animators were able to state the target beneficiaries of their parenting education activities.

3. The traditional communicators and village support group members have claimed that their relationship with parents, families and community were smooth, cordial and eventually rewarding. If this assertion is anything to go by, then communities , UNICEF and other players most all work together to maintain the relationship.

4. Many of the traditional communicators and village support group members expressed satisfaction with the series of training and induction they had received. This assertion is indeed encouraging and can serve as a useful lesson for planning and reprogramming. However, some expressed reservation about the quality of the training programmes. Their claim should be taken seriously. A similar trend emerged on the question of supervision. The issue of supervision should be critically reviewed and the outcome of the exercise used for planning and restructuring of the programme.

5. The traditional communicators highlighted a number of constraints they face in their work. These constraints need to be contained adequately if the PEP is to obtain the objectives.

6. One of the positive features of the programme is the fact that village support group members and traditional communicators are happy and feel proud of serving their communities. They expressed positive sentiments in this regard.

7. According to the traditional communicators and village support group members, the PEP has brought remarkable benefits to their communities. As explained earlier, some of these claims are subjective opinions but one thing they point to is that the frontline communicators have positive views about the programme. 

Chapter 5: Discussions

5.1 Introduction

There is a reasonable amount of evidence which shows that there is something that causes children from one home background to develop more readily than those from another background. Several research findings are discussed in this regard in our literature review.

 In all the regions where the Parental Education Programme was implemented, many parent roles are still traditional, in the sense that mothers assume the main responsibilities for children and spend more time with them regardless of their other occupations. The father is often the head of the family. Typically, the father takes a less family-centered role in the child development process and he is more concerned with authority and bread winning to a large extent. 

In traditional Gambian homes, one may argue that the most notable period of childhood in terms of child caring in general is perhaps from the time of birth to weaning. This is the period when the greatest amount of attention is paid to the child’s (male or female) needs and development. After weaning, however, even though the child may be capable of making demands for food and the protection of parent and other caregivers, s/he is often quiet and timid in approaching the physical environment and new situations.  When the child cries after weaning the mother either ignores or punishes the child and  she hardly provides emotional substitute for the breast.  Naturally, the child senses that the mother has abandoned him or her.  

Weaning is one of the difficult stages through which the child passes between about 18 months to 10 years. Others include toilet and responsibility training and also the birth of a sibling. During this period, the child is punished for childish dependence behaviour and s/he begins to learn new patterns of adult-like behaviour. The mother’s busy chores make it difficult for her to spend much time with the children. 

Obedience is often enforced in child upbringing with corporal punishment. Another method of enforcement is through fear. Children learn to be afraid of animals, darkness, big trees, spirits and the unknown. Obedience rather than curiosity, enterprise or initiative is considered to be the key to success. The child’s intelligence is measured more by his or her respect and not very much by efforts to discover or learn. 

A further characteristic in traditional Gambian homes is that high infant mortality is attributed to supernatural beliefs and practices which may trigger unnecessary worries and suspicions.  Many traditional people consider formal education as artificial and transitory.  They believe more in their customs and traditions, but this situation is gradually changing with more modern enlightenments. The psychological development of the traditional child is expressed more by the cultural medium and the child’s reactions are expected to adapt to the culture- contact situation. 

Traditional education does not develop clear distinction between the adult’s mind and the child’s mind. The emphasis is on learning by doing rather than learning by teaching, education and life are co-determined. This leads to the relative lack of preparation for formal education within traditional homes.  The child has limited pre-school experience, which means that s/he frequently enters school without the experiences necessary for modern education.  The child is disadvantaged because the content of the school curriculum is relatively irrelevant to him or her. According to article I of the World Declaration of Education for All, 1990, “every person, child, youth and adult shall be able to benefit from educational opportunities designed to meet their basic learning needs. These needs comprise both essential learning tools (such as literacy, oral expression, numeracy and problem-solving) and the basic learning content (such as knowledge, skills, values and attitudes) required by human beings to be able to survive, to develop their full capacities to live and work in dignity, to participate fully in development, to improve the quality of their lives, to make informed decisions and continue learning”.

The importance of home support and stimulation in preparing the child for formal schooling cannot be overemphasized.   These include: (1) the intellectual stimulation of the child and available opportunities for self-stimulation; (2) some other motivations important to child growth, development and education and development. These are emphasized in the Parental Education Programme. But at the same time, it could be argued that any attempt to prepare a traditional child for modern education should also bear in mind the need for the child to “retain’’ as much as possible his or her cultural heritage, not to lose his or her ‘’identity”. This idea is in fact advocated in the UNICEF supported Parental Education Programme.

The main findings of this study revealed that many mothers and fathers as well as their respective communities, have been influenced positively in their perceptions, attitudes and practices on child caring. Both mothers and fathers interactions with their children have increased, more vocal interactions even between fathers and children have notably increased. As the children grow older, interactions with parents and other care/givers is more gender typed.  Mothers and fathers have more of a comparison relationship with children of their own gender.  Both mothers and fathers tend to be warmer and more indulgent emotionally with children of the opposite gender.  Although the father plays a smaller role in daily interactions, this might be misleading because he might contribute through his influence on the wife. In addition, the father’s economic support often makes it easier for mother-child relations to go on smoothly and his emotional support may be just as important.  Both the economic background of the home and the awareness of the parents and other caregivers contribute considerably to the health, nutrition, and development of the child. Knowledge of modern nutritional and health conditions do produce children who reach puberty earlier and grow healthier in readiness for modern learning.  

5.2 Physical Wellbeing

Physical growth and development results from a continuous interaction of the child with its physical and social environment. According to analysis of the data from the three regions (LRR, CRR and URR), there is high frequency of exclusive breast feeding (EBF) among parents and caregivers. This is indeed largely attributable to the parental education programme especially in the intervention communities and a probable spill over effect in the control areas. A further testimony is that 88% of the respondents in the intervention communities and 95% in the control communities did not feed their babies with anything else before starting breast feeding. 

It is now universally recognised through research evidence that exclusive breast feeding is the best practice for the child’s physical growth and development. This does affect the child’s socio-emotional and cognitive development.

Although 77% of the respondents in the intervention communities and 89% in the control communities expressed that they had not faced challenges in practising exclusive breast feeding, some 78% of the respondents however felt that exclusive breast feeding was inadequate to feed their babies.  Eleven per cent said that EBF made them feel sick. These observations require further studies to determine for example, the correlation between EBF and inadequacy of breast milk or a mother feeling sick due to breast feeding.

A child’s nutritional status very much affects the extent of his/her growth and development. Following of some six months of EBF of their babies, parents and care-givers are expected to introduce complimentary foods to their children. This is what led this study to pose questions to parents and caregivers on Optimal Infant Feeding (OIF). These were parents whose children are of ages six months to three years. In accordance with the findings of the study, about 95% of parents and caregivers gave complimentary foods to their children. One can again associate this development to the PEP and in conjunction with the interventions made by NaNA and other stakeholders in sensitizing the public, particularly targeting lactating mothers. What is perhaps remarkable about the outcome of the programme is also the frequency of feeding. The results have shown that, notwithstanding family socio-economic factors, the practice of feeding children more than three times a day was more widespread in the intervention compared to the control communities. Similarly, the results revealed that relatively more parents and care-givers in intervention communities observed the best hygienic practices as opposed to the control communities. For instance the habit of washing hands with soap and water was observed among 52% of respondents in intervention communities compared with 33% in control communities. 

Other observable improvements have been noticed with regard to ‘’how to prepare the child’s food’’ and “storage of the child’s food’’. However, hygienic means of feeding children were practiced more in the control communities. This scenario could be attributed to the influences of the intervention of other actors such as NaNA and the MCH Programmes.

Support in OIF is another impressive finding, even though, there is still a significant proportion of parents and caregivers who still practice food taboos. These foods include: cold, bad, rotten and poorly cooked foods, solid or hard foods, uncovered food, potato leave and sorrel.  As some of these foods may be undesirable, others such as potato leave can be quite nutritious. Reluctance to feed children with foods mentioned above were associated more with health reasons than with food taboos.

Quite a significant proportion of respondents in both intervention and control communities (33% and 27% respectively) opined that they have difficulty in practicing OIF. This suggests that subsequent parental education programmes could consider the inclusion of home or domestic food production components. 

Proper environmental and water hygienic practices are obviously vital for the child’s healthy growth and development. This is even more critical during infancy and childhood periods. The evaluation results reveal that the majority of parents/caregivers have access to safe drinking water and in addition they applied measures to protect their domestic water. This is more prominent in intervention communities than in the control villages. Fifty-five percent (55%) of the respondents in the intervention areas and 49% in the control communities fetch water in clean containers. Furthermore the analysis shows 32% and 25% percent of the respondents in both the intervention and control communities filter water when putting it into containers. The covering of water containers with lids was also observed in both communities. It could be said in general therefore that knowledge acquired from the programmes intervention especially in the intervention communities has enhanced the practicing of water safety precautions. 

Although proper sanitary measures by parents and caregivers is crucial for the growth and development of infants and children, the environment in which they live and play is equally important. It is therefore noteworthy that 97% of the parents and caregivers in intervention communities and 99% in control communities keep their compounds clean by sweeping and dumping. Both the parenting education programme intervention and other interventions have had some impacts particularly in the control communities.

With regard to defecation, it is encouraging that children of 71% of the parents and caregivers in the intervention communities defecate in chamber pots and 68% in the control communities. The relevant table also indicates that a significant proportion of the parents and caregivers have latrines in their compounds. However, a good proportion of the parents and caregivers still allow their children to pass faeces on the top soil within their compounds. Other means of waste disposals is another environmental concern. The table on the waste disposal shows that 55% and 54% of the parents and caregivers in the intervention and control communities respectively dumped their waste. It is not certain if these wastes are adequately handled to prevent health hazards especially to the growth and development of children. For example what happen to the bulk of waste thrown at the backyards pits and what are the health implications for children inhabiting in these areas? These are some of the questions that deserve further attention and study.  

Another remarkable development that could be said to be partly derived from the PEP is that 62% of parents and caregivers from the intervention communities and 64%  from the control communities observe regular child clinic attendance.  Furthermore, 96 percent in the intervention and control communities respectively take their children for weighing and immunization.  Both communities have been sensitized on the use of bed nets to reduce the incidence of malaria (50% and 42% respectively.)

The Parental Education Programme has also advocated the importance of birth registration.  To this end, 62% of parents and caregivers in the intervention communities and 76% in the control communities have registered their children birth. More registration observed in the control areas, which can be explained by the roles played by other development partners such NaNA. Obviously, there is need to continue with awareness and educational campaigns because quite a significant proportion of parents and care givers do not register their children’s birth, giving several excuses such as lack of time, affordability and distance. The comparative advantage in child registration should be emphasized.

Attention is also given to children with some form of disability – physical or mental. The evaluation results have shown quite a significant proportion of disability among the children, 7% in the intervention communities and 11% in the control areas: To avoid or reduce unnecessary stigmatization and exclusion of the children with disabilities. More concerted efforts should be made to educate parents, caregivers and the communities about disability. The inclusion of children with disabilities in appropriate social and learning activities should be promoted.

5.3            Psychological Development and Protection of the Child

5.3.1 Introduction:

The Gambian has not only ratified the UNCRC which aims at promoting the rights of children and protect them from abuse, but the Government has also passed a children’s bill into law.  This evaluation has therefore attempted to assess the level of knowledge and practice by parents and caregivers on fundamental child rights, upbringing and protection.  Children within the age bracket of 3-6 years were targeted in particular.

Interaction between the parent or caregiver and his or her child is important for the child’s psychosocial, cognitive, emotional as well as language and communication developments,.  According to the evaluation evidence in table 35, chapter four, 93% of parents and caregivers in the intervention and 88% in the control communities had very friendly and supportive interactions with their children, suggesting the influence of the Parental Education Programme.  Only a very small percentage appeared unfriendly to their children in both groups but slightly higher in the control communities. Evidently, more mothers, fathers and other caregivers now spend more time talking to their children, doing things with them and encouraging them to learn new things.

With regard to children’s interaction, the child’s interaction with parents and caregivers is desirable but insufficient for its full psychological development.  The child’s early interaction with peers is crucial in its developmental progress.  This could be observed through signs of progression through three stages namely:

1. The object-centered stage

2. The contingency interchange stage and

3. The complimentary interchanges stage.

Children’s interactions with peers increase rapidly with age in the early years and this can give the child a strong foundation for formal schooling. The evaluation reveals that 91 percent of parents and caregivers in the intervention communities and 90% in the control communities encourage child play.  It further illustrates that 88 and 89% of the intervention and control communities respectively allowed their children to interact with other children by the child visiting peers homes or allowing peers to visit the child.  The small proportion of parents and caregivers who did not encourage their children to interact with their peers did it mainly because of fears for their children to contract communicable diseases.

Several positive behaviours have emerged from the evaluation is that the majority of the parents/caregivers do not leave their children on their own. In the same vein, most of the said they told stories to their children and song to them as well. Entertaining the child with stories or songs is also considered to be vital in child upbringing.  This is nothing innovative in traditional Gambian communities as clearly shown in the figures, where 77 and 78% tell stories and sing for children in both the intervention and control communities.  

Concerning child discipline, whereas 51 and 60% of parent and caregivers in both communities did beat their children in the two weeks preceding the interview, 56 and 67% of parents and caregivers did not beat their children during the same period.  Although some impressive results are observed, it appears that some undesirable traditional beliefs and practices in child upbringing still persist.  Old habits die hard but through consistent sensitization and education, people’s beliefs, attitudes and behaviours do change with time.

5.3.2 Psychosocial/Cognitive Development:

It is acknowledged  that the UNICEF Parenting Guide and Manual for Training Facilitators includes knowledge about children’s, basic right to survival, their right to development and their right to protection. The highly valuable ingredient for a healthy, happy and achieving child is a strong and caring family foundation, and competent parents and caregivers. Parents and caregivers are children’s most precious resources.

Some of the problems faced by certain parents and caregivers in the communities studied is that they themselves have not learned in their traditional homes of origin, the ability to empathize children’s needs. Some parents’ and caregivers’ own adult problems also make it difficult for them to be able to give early consistent tender nurturing in other to promote early child development in general. Although PEP has made significant achievements in developing proactive childcare in parents and caregivers, what is more intriguing is the question of how to persistently help them to see the importance of quality child care in the child’s life. 

Giving birth to a child is not the same as parenting. The main thrust of parenting is to develop the child’s inner core of self-confidence and self-esteem that sustains in each growing child. Erik Erickson thought us that a consistent core of cherishing allows that child in turn to grow up care for others in ways that sustain family and community.

Parents and caregivers should understand children’s developmental stages. To understand that for a child to do well cannot be forced but must be supported. Such support include: letting children to have the leisure and pleasure to play with toys on their own, without parents or caregivers constantly intruding in the children’s attention but rather encouraging them into new experiences. They are responsive to children’s cues, to their curiosity and to their exploration in play. If a toy seems too difficult and frustrating, the adult may calmly provide support or suggestion, for example, steadying the child’s hands or directing a puzzle piece and so on. Parenting and care giving requirements change as children grow older. Perceptive parents and caregivers will observe for instance, when to encourage the child to try words. Perceptive parents and caregivers also balance firmness with sensible turning in to a child’s stages and needs. They try to figure out where each individual child is at in each stage of cognitive development and learning. Some children, for example, like drawing and singing but may have frustrations with reading and numbers. Ridiculing and nagging at such children will only increase their refusal to cooperate in reading or numbers. What they need is gradual encouragement and support.

The parent/caregiver is the first best teacher who ensures the child’s early learning success. Respect for the child is the basis of good teaching. If the five year old asks questions about where babies come from. Provide a simple and calm explanation for that young child to understand. Learning should be facilitated by the parent or care giver creating easy “steps” up ward toward the mastery skills.

New brain research reveals that toddlers by 24 months have twice as many brain synapses as adults. By 10 years of age, nature begins to prune away brain connections that have not been wired well by frequent teaching and learning experiences. It follows therefore that  parents and caregivers should encourage young children to use their neural connections through teaching and learning or they will lose the unwired ones.

5.3.3 Social Competences

Theories that had assumed that hunger and similar biological drives were the basis of social competence or attachment no longer hold water. Contemporary research has resulted in new theories that draw on both animal and human research and two elements are common to all the important theories, namely:

(1) A picture of the interactions basic to attachment as reciprocal and 

(2) A view of both baby and adult as prepared or pre adapted for the interaction. The emphasis today, is on the two-way interaction as against the infants “helplessness” and “dependency”.

The evaluation results show a reasonable degree of social interaction between  parents, care givers and their children. Signs of social interaction with the young child include: stimuli from the parent’s face such as smiling and happy face, voices and speech like sounds to babies and talking to older children, singing to them and with them, and telling them interesting stories. Attachment stems from interaction motives to a great extent.

Today, the social world of the young child is rich and complex. It can no longer be assumed that attachment to the mother is the only fundamental basis for the child’s later social competences. In a typical Gambian family, the roles of fathers, siblings, grandparents, peers and other caregivers are important. Although there are many signs of social interest arising from biological preparedness, there are very little special reactions of 3 month babies to certain persons as long as suitable stimulation is provided even by several caregivers. This is indiscriminative social attachment. However, when the baby is about 6 to 9 months old, we can see clear signs of attachment to particular people and discriminative social attachment to such people begins. At this stage, not only being held or talked to counts, the person also matters. A parent can no longer hand the child to a friendly stranger and walk away in peace because the child will often cry in protest.

Paradoxically however, early attachment also paves the way for the child’s gradual detachment from parents/caregivers. The child growing up means moving away from parents or caregivers emotionally and geographically. Attraction to peers begins and apparently becomes stronger than attraction to adults which may be due to curiosity and similarity. Interaction starts much earlier in the communities studied than in the nursery school especially as children visit and play with each other in their homes as shown in the evaluation findings.

Children interact and show developmental progress in their interactions. There can be signs of progression through 3 stages. The first stage is the peer interaction as object-centred.  For example Doudou plays drumming with a calabash.  Other children watch and relate to the sound and the action.  In the stage two, a real interaction is observed in the form of a contingency-interchange i.e. when Ebou says “da “ ,Amie looks at him, laugh and replies “da”.  This interchange is repeated and other children may join.  The third stage, complementary interchanges involves real reciprocity.  For example, one child plays the role of chaser and another of chased, or one child throws a ball and another catches it and so on.  These interchanges progressively develop into more advanced plays, friendship building and learning experiences.  Within Day-care centres, the amount of interaction with peers increases rapidly with age in the early years and this can give the child a strong foundation for formal schooling.  

Studies of traditional patterns of child rearing show much greater distinctions in the ways boys and girls were brought up. Girls were pushed toward nurturance (being helpful to younger sibling and other dependent people). Boys were brought up to be self-reliant and achievement oriented. The trend now a days is to reduce differentiation and to encourage each child to develop his or her own potential with equal opportunities. This is gradually happening in the communities studied. 

5.3.4 Emotional Development / Maturity 

 Even with small children, emotional reactions have three parts namely: the physiological arousal (brain waves, blood system and heart rate), 2) behaviour (smiling, talking, looking, jumping and so on) and 3) cognition (understanding or interpreting the situation). The cognitive aspect of emotion such as understanding a situation, develops more slowly as the child grows and it continues changing throughout childhood. The role of parents and caregivers is paramount in this regard.

Emotional events begin when something catches a child’s attention and therefore interrupts whatever the child was doing. When a child becomes afraid for example, the parent should consider both the emotional reaction and the activity which was interrupted by it. The interruption can either be a challenge, fear or anger. When the child thinks it can master the challenge, it becomes happy, if it cannot cope, unhappiness is experienced.

The cognitive hypothesis in emotional expression has tried to explain children’s smiling and laughing. It states that infants smile when they relate what they see to past experience. In other words, the child’s smiling seems to show pleasure as a result of relating it to something pleasant. These explanations make it imperative that the reported interactions and more parental involvement in their children’s development is encouraging in the studied communities and should be maintained.

Parental effort to help children deal with difficulties, frustrations and fear can be very powerful in childcare. What is even more important to note is that children’s emotions social and cognitive competences are linked in important ways. Therefore parents and caregivers must be emotional teachers to young children. They should teach empathy (sensitivity to feelings one’s own and of other persons). An ideal parent or caregivers is one who shows genuine interest in his or her children. He or she can provide firm and clear rules at home, but must give reasons for the rules. Parents should build children’s self-esteem by use of positive attributions, such as telling them what you admire about their behaviours and interactions.

 Discipline can be acquired without “hitting” and “scolding”. “Reflective listening” or “action listening” to the child’s emotional message is a great tool that communicates an important message to the child. Parents should also introduce the language of fairness into their talks with children in their plays with peers or siblings. Children must learn about equity and fairness to enhance understanding and reduce unnecessary emotional conflicts and frustrations which impede other psychological development.

Naturally, by breast-feeding the child and carrying him/her on the back, Gambian mothers develop both physical and emotional closeness to the child. This is very evident often until the child is weaned, and one can expect a child’s social, emotional and intellectual development progress associated with this physical and emotional bond.

Research evidence has also shown that children nurtured by their older siblings become sensitive to other people’s feelings and beliefs. A good balance of caring and conflict can provide opportunities for children to develop the ability to understand other people’s emotions and opinions, to learn to control anger and resolve conflict. According to research findings, siblings who experience a balance of nurturance and conflict in their sibling relationships have grown to be more socially competent and have more peer relationships than those without the experience.

5.3.5 Language and Communication Development

The process of language development begins during the first months with crying and cooing. Even at this early stage of development, babies are highly responsive to the pitch, intensity and sound of language and they also react to emotions and rhythms in voices.

Some time ago, most psychologists assumed that children acquired language by irritating adults and pay attention to their corrections.

This has been disputed by Linguist Noam Chomsky, who argued that language was far too complex to be learned bit by bit. He claimed that language is a system that enables humans to combine elements that are themselves meaningless into utterances that convey meaning. People reject utterances that are not acceptable in their mother tongues.

The child is already biologically ready for language development and the social experience is very vital in enhancing the process of language development. For instance, abused children who are not exposed to language stimulation during early years, rarely speak normally. 

This suggests that the first few years of life are very critical in language development. During this period children need exposure to language and opportunities to practice their emerging linguistic skills in conversation with others. This is one fundamental reason why the increasing verbal and non-verbal interactions between parents and caregivers in both the intervention and control communities is important and should be encouraged.

Language training normally progresses from intentional gestures by parents and caregivers to more and more verbal communications as the child grows older. There are three fundamental characteristics on language development: creativity, system, and comprehension and production. Children can be quite creative in saying words or making phrases and sentences. Every language has a system in an organised manner to make sense. Language is a system of communication. Therefore, parents must talk to children in simple clear words and sentences so that they can develop their languages. Children can learn language by playing communication games: speaker and listening, telling each stories with and by parents/caregivers guiding them with words, sentence construction and correct grammar.

Parents and care givers can play very important roles in children’s language development and their ability to communicate well. By for example reinforcing children’s efforts in language development, encouraging more conversations with children and by telling stories or reading appropriate books for them. As children acquire more words and language, they should be encouraged to develop reading and comprehension skills.   

6.0 CONCLUSTIONS AND RECOMMENDATIONS: 

6.1    CONCLUSIONS 

A number of research evidence suggest that parents’ knowledge, attitudes and practices do influence certain patterns or pace of children’s physical, cognitive and other development. A number of methods are used to study cognitive development, using for example, methods such as the Piagerian task of conservation and learning benefit from the experiences that schooling can potentially give. Children could start some form of organised education as early as 2 or 3 years old. This view is supported by the findings of this Parental Education Evaluation. The main thrust of PEP is to educate adult parents and other caregivers to improve their ways of developing their children’s abilities.
 Most evaluations certainly prove that children who have been stimulated and encouraged earlier do better in school than those who have not. An energetic and motivated parent can greatly help child development. This evaluation experience has been quite revealing and a major conclusion that can be drawn from its results is that compared to the traditional modes of childcare and upbringing, a significant proportion of parents and caregivers in both the intervention and control communities have improved in their knowledge, attitudes and practices in childcare.  Some of the resilient problems which still persist include beliefs and practices in child punishment, the question of defecation and disposal of faeces, waste matter management and disposal.  Parents and other caregivers need to be further enlightened in these domains. The tasks for further research in this domain are to examine more closely parental behaviour and cultural influences that can enhance child development at home and prepare them adequately for both pre and formal schooling or the interaction between traditional and modern child upbringing approaches. 

Recommendations

These recommendations constitute specific suggestions for the way forward for PEP and ECD interventions within communities.

Government

· Continuous follow-up on the respective programme activities at LRR, CRR & URR to ensure sustainability.

· Expansion of the Parental Education Programme in the Banjul Region, Western Region and North Bank Region.

· Encourage the establishment of more and quality nursery schools (Day-care centres) throughout the country. Day-care centres attach to Lower Basic Schools. 

· Further articulate and implement the National ECD policy.

· Support the construction of classrooms, and play grounds for all Day-care centres, especially those attached to Lower Basic Schools.

· Strengthening of the MSWG through the provision of incentives and logistics to enhance coordination, monitoring and supervision of ECD activities in the country. 

· Support the training of ECD teachers at Gambia College and the training of parents and caregivers community level.

· Conduct training of trainers of MDFTS, mother clubs and other relevant decentralized structures on ECD and support training of parents and other caregivers at community level, using the parenting manual. Similar training to be organised for teachers in all Lower Basic Schools with Day-care units attached.

· Keep an updated inventory of attached Day care centres and other community-based ECD programmes to facilitate planning, monitoring and evaluation. 

· Promote inter-agency collaborations through dialogues, meetings and workshops, and to encourage sharing, participatory planning and implementations.

· Support the production and distribution of ECD promotional materials such as posters, leaflets and T-shirts.. 

· Train traditional communicators on early childhood development and used their services in message dissemination and awareness campaigns in communities. 

UNICEF

· Additional provision of the Parental Education Manual and Best Practices Guides developed by the MSWG/ECD in conjunction with UNICEF and CCF

· Provision of teaching materials and age appropriate toys (especially local ones), for centres attached to schools, as well as other community-based ECD programmes. 

· Support parents/caregivers to produce local toys and other learning materials for children.

· Persistent sensitization of decision-makers and head’s of relevant department concerns with ECD through workshop and briefings on success stories

· Support ECD centres with grants to engage in farming or to purchase food to complement feeding programmes

· Support regular IEC campaigns on ECD in the media (radio, newspaper, television etc) including traditional communicators in different local languages. 

· Organise annual ECD celebrations countrywide.
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APPENDIX 1.

FGD: Community/religious Leaders 

Note – This checklist is not a questionnaire. The issues raised in the check list should be discussed with the group in detail in order to obtain their views and explore their knowledge and perceptions on the issues.

Do not write anything on this checklist. To record responses from the group discussions use a separate “Response Sheet”-that correspond with the checklist. 

Part A: Knowledge and perception

We know that mothers and caregivers are advised and educated on certain things regarding childcare and up bringing.

Can you say something about the following issues or topics of discussions?

1 Care for Healthy children

2 Care for sick children

3 Disabilities and care for child with disabilities, type of disabilities

4 Factors that help a child to grow physically and mentally

5 Exclusive Breast Feeding (EBF)  

6 Clean domestic water

7 Complementary feeding

8 Nutritious food for child 0 to 3 years 

9 Safe and clean home/community environment;

10 Child faeces

11 Encouraging and supporting a child to play

12 A child interacting with his/her fellow children

13 Singing and telling children stories.

14 Taking a child regularly to clinic for growth monitoring and immunization

15 Registering the birth of children

16 Social ills (bad habits) and their causes amongst children

17 Parents interacting with their children

18 Pre-school education

19 Benefit of programme on caregivers and families

20 Corporal punishment

Part B: Role of Community and Religious Leaders in programme intervention communities  

We talked about so many things ranging from EBF, clinic attendance to social ills. Can we discuss your roles in making sure children benefit from all these things we have discussed? 

1 Care for Healthy children

2 Care for sick children

3 Supporting children with disabilities

4 Helping a child to grow physically and mentally

5 Encouraging children to play

6 Promoting Exclusive Breast Feeding  

7 Making sure domestic water is clean

8 Complementary feeding for children 6 months and above

9 Promoting nutritious food for children 6 months to 3 years 

10 Ensuring safe and clean home/community environment;

11 Encouraging children to interact with each other

12 Making sure children attend clinic (nurse) regularly for growth monitoring and immunization

13 Ensuring registration of birth of children

14 Ensuring that children don’t develop bad habits

15 Ensuring parents interact with their children in a supportive and friendly manner

16 Encouraging pre-school education/day care centre

17 Encouraging story telling and singing to children

18 Discouraging corporal punishment and verbal abuse of children in the community

Part C: General 

1. Perceived benefits of programme on children

2. Who support this programme externally?

3. Roles of the community in the programme

FGDs - VSGs and Traditional Communicators (TCs) in programme intervention communities

Note- This group discussion should be held with VSG members and TCs who have been trained by the programe. Discussions should be held separately with the two different categories 

Tick appropriate respondent category:

1. VSG

2. TCs

1. Explain how you were enrolled in the programme. 

2. Overall objective of ECD Programme?

3. Can you say something about your roles (this category of discussants) in the programme

4. How roles are performed? 

5. It seems educating and advising people is one of your roles tell me your targets

6. Feelings of families and the community about your activities

7. Can you say something about the training you had received on PEP? 

1. Overall effectiveness

2. The trainers

3. Training methods and materials

4. Tool/resources given

5. Other aspects of the training

8. How do you feel like being VSG/TC? 

9. In any job supervision is important; how do you feel about the way you are supervised;

10. Any constrains in carrying out your roles; 

11 (if constraints mentioned) how can they be addressed;

12. Your feelings about your relationship with mothers and caregivers;

13. Opinion on benefit of programme to community; 

14. Lets discuss if there is any thing that motivate you to serve the 

     community as VSG member /TC

15. Anything else to discuss?

16. Any recommendation



Thanks for your time

APPENDIX II

Interviews - VSGs, and Traditional communicators

Note- This interview is only for VSG members and TCs who have been trained by the project and works in the program intervention. Ask respondent whether s/he has been trained.

Tick appropriate respondent category

1. VSG

2. TCs

Section 1: Identification Particulars

Local Government Area ---------------------------------------  [   ]

District-----------------------------------------  [      ]

Name of Settlement ------------------------------------- [       ]

Residence    1. Urban                2. Rural

Enumeration Area No. (if applicable) ------------------------

Name of respondent------------------------------------------------

Date of interview -----/----/2009 

Name/telephone of the interviewer ----------------------------------------- 

Section 2 Characteristics of the Respondent

1. Age of respondent----------

2.Sex:  1. Male   2. Female

2. Ethnicity 

1. Mandinka / Jahanka

2. Fula / Tukulor

3. Wollof

4. Jola

5. Sarahule

6. Other (Specify) ------------------------------

3. Educational Attainment (For VSGs, only)

    1 Never attended

    2. Primary level

    3. Secondary level

    4. Tertiary level

Section 2 Interview

Q4. How long have you been in the project?

1. Less than 1yr 

2. 1 -2yr 

3.  2-3yrs 

4.  Over 3yrs

Q5. How were you enrolled in the program? 

(1) Nominated by TAC

(2) Nominated by my boss

(3) Nominated by VDC

(4) Selected the Alkalo

(5) Selected by the community

(6) Others: specify -------------------------------------------------------- 

Q6. What do you think is the overall objective of ECD programme?

------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q7. What is your role in the programme?

1 Ensure community has enabling environment for mothers to practice optimal infant feeding (OIF) especially breast feeding (BF)

2 Promote child healths 

3 Promote child rights and child protection 

4. Training

5. Coordination and supervision of programme activities 

Q8. How do you carry out your roles?

------------------------------------------------------------------------------------------------------------------------------------------------------------

9. Have you ever been trained since you enrolled in the program? 1. Yes 2. No

Q10. If ´yes’ what was the training about? --------------------------------------------------------------------------------------------------------------------------

Q11. What is your overall feeling about the effectiveness of the training?  

(1)Very effective (give reasons) -----------------------------------------------------------------------------------------------------------------------------------

(2) Fairly effective(give reasons) ---------------------------------------------------------------------------------------------------------------------------------

(2) Ineffective (give reasons) ------------------------------------------------------------------------------------------------------------------------------

Q12. Who are the people you educate and advice?

(1) Mothers and caregivers (MCGs)

(2) Fathers 

(3) Grand parents

(4) The community

(5) Other members of household: specify----------------------------------------------------------------------------------------------------

Q13. In your view is your education/advice benefiting the people you named above? 1. Yes 2. No

17.  If “yes” how -----------------------------------------------------------------------------------------------------------------------------

18.  If “no” why------------------------------------------------------------------------------------------------------------------------

Q14. How do you feel like working in this programme

(1)Very happy/pleased (give reasons) -------------------------------------------------------------------------------------------------------------------------

(2) Fairly happy/pleased (give reasons) -----------------------------------------------------------------------------------------------------------------------

(3) Not happy/pleased (give reasons) -------------------------------------------------------------------------------------------------------------------------

Q15. Are you being supervised? 1. Yes 2. No 

16.  If “yes” who supervises the group? 

------------------------------------------------------------------------------

17.  If “no” why?

------------------------------------------------------------------------------

Q18. How do you feel about the supervision? 

(1)Very useful 

(3) Fairly useful

(4) Not useful (give reasons) ----------------------------------------------------------------------------------------------------------------------------------

Q19. Do you feel you are effectively performing your roles? 1. Yes 2. No 

20. If “yes” explain---------------------------------------------------------------------------------------------------------------------------------------------

21.  If “no” explain ---------------------------------------------------------------------------------------------------------------------------------------------

Q22. Do you have any difficulties in carrying out your roles? 1. Yes 2. No 

23.  If “yes” what are these difficulties -------------------------------------------------------------------------------------------------------------------------Q24. In your view what do you think can be done to address these difficulties? -----------------------------------------------------------------------------------------------------------------------------------------------------

Q15. What is your relationship with parents, caregivers and families like?

(1)Very cordial/warm 

(2) Fairly cordial/warm

(3) Not too good (give reasons) -------------------------------------------------------------------------------------------------------------------------

(4) Cannot tell

Q26. Have you noticed any difference in number of children enrolled in pre-school (nursery school) before and after the commencement of the project? 1. Yes 2. No

21. If “yes” what was the situation after the start of the project?

1. More children

2. Fewer children 

3. No different 

Q27. In your opinion has this project brought any benefit to your community? 1. Yes 2. No 

28  If “yes” explain benefits ------------------------------------------------------------------------------------------------------------------------------------29.  If “no” why do you feel so? ------------------------------------------------------------------------------------------------------------------------------

Thanks for your time

Interviews - MDFTs and UNVs

Note- This interview is only for MDFTs and UNVs who have been trained by the program and works in the program intervention. Ask respondent whether s/he has been trained.

Tick appropriate respondent category

1. MDFT

2. UNV 

Section 1: Identification Particulars

Local Government Area ---------------------------------------  [   ]

District-----------------------------------------  [      ]

Name of Station  ------------------------------------- [       ]

Residence    1. Urban                2. Rural

Enumeration Area No. (if applicable) ------------------------

Name of respondent------------------------------------------------

Date of interview -----/----/2009 

Name/telephone of the interviewer ----------------------------------------- 

Section 2 Interview

Q4. How long have you been in the programme?

1. Less than 1yr 

2. 1 -2yr 

3.  2-3yrs 

4.  Over 3yrs

Q5. How were you enrolled in the program? (For VSGs, and MDFTs only)

(1) Nominated by TAC

(2) Nominated by my boss

(3) Others: specify -------------------------------------------------------- 

Q6. What do you think is the overall objective of ECD programme?

------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q7. What is your role in the programme?

1 Ensure community has enabling environment for mothers to practice optimal infant feeding (OIF) Exclusive Breast Feeding (EBF)

2 Promote child healths 

3 Promote child rights and child protection 

4. Training

5. Coordination and supervision of programme activities 

Q8. How do you carry out your roles ?

------------------------------------------------------------------------------------------------------------------------------------------------------------

9. Have you ever been trained since you enrolled in the program? 1. Yes 2. No

Q10. If ´yes’ what was the training about? -------------------------------------------------------------------------------------------------------------------

Q11. What is your overall feeling about the effectiveness of the training?  

(1)Very effective (give reasons) -------------------------------------------------------------------------------------------------------------------------------

(2) Fairly effective(give reasons) ------------------------------------------------------------------------------------------------------------------------------

(2) Ineffective (give reasons) ------------------------------------------------------------------------------------------------------------------------------

Q12. Who are the people you trained?

1. TCs

2. VSGs 

3. Community and leaders

4. Other members of household: specify-----------------------------------------------------------------------------------------------------

Q13. In your view is your training benefiting the people you named above? 1. Yes 2. No

14.  If “yes” how -----------------------------------------------------------------------------------------------------------------------------

15.  If “no” why------------------------------------------------------------------------------------------------------------------------

Q16. How do you feel like working in this programme

(1)Very happy/pleased (give reasons) -------------------------------------------------------------------------------------------------------------------------

(2) Fairly happy/pleased (give reasons) -----------------------------------------------------------------------------------------------------------------------

(3) Not happy/pleased (give reasons) -------------------------------------------------------------------------------------------------------------------------

Q17. Are you being supervised? 1. Yes 2. No 

18.  If “yes” who supervises the group? 

------------------------------------------------------------------------------

  19. If “no” why?

------------------------------------------------------------------------------

Q19. How do you feel about the supervision? 

(1)Very useful 

(3) Fairly useful

(4) Not useful (give reasons) ----------------------------------------------------------------------------------------------------------------------------------

Q20. Do you feel you are effectively performing your roles? 1. Yes 2. No 

21. If “yes” explain---------------------------------------------------------------------------------------------------------------------------------------------

22.  If “no” explain ---------------------------------------------------------------------------------------------------------------------------------------------

Q23. Do you have any difficulties in carrying out your roles? 1. Yes 2. No 

24.  If “yes” what are these difficulties ------------------------------------------------------------------------------------------------------------------------

Q25. In your view what do you think can be done to address these difficulties? ----------------------------------------------------------------------------------------------------------------------------------------------------

Q26. What is your relationship with programme management like?

(1)Very cordial/warm 

(2) Fairly cordial/warm

(3) Not too good (give reasons) -------------------------------------------------------------------------------------------------------------------------

(4) Cannot tell

27. What do you feel about the communication between you and the programme management?

(1)Very good 

(2) Fairly good

(3) Unsatisfactory (give reasons) ------------------------------------------------------------------------------------------------------------------------

Q28. Have you noticed any difference in number of children enrolled in pre-school (nursery school) before and after the commencement of the project? 1. Yes 2. No

21. If “yes” what was the situation after the start of the project?

1. More children

2. Fewer children 

3. No different 

Q27. In your opinion what do feel about parents and caregivers adoption of recommended practices? 

(1)Very good 

(2) Fairly good

(3) Unsatisfactory (give reasons) ------------------------------------------------------------------------------------------------------------------------

Q28. In your opinion what are the three recommended practices adopted most?

1. ----------------------------------------------

2. ----------------------------------------------

3. ------------------------------------------------ 

Q29. In your opinion what are the three recommended practices adopted least?

1. ----------------------------------------------

2. ----------------------------------------------

3. ------------------------------------------------ 

Q28. In your opinion does this programme have any strength (positive things)?  1. Yes 2. No

29  If “yes” state any three.

1. ----------------------------------------------

2. ----------------------------------------------

3. ------------------------------------------------ 


Thanks for your time

APPENDIX III

Interviews - Practice by Parents and Caregivers

Instructions for interviewers

This questionnaire is to be administered to parents/ caregivers of children from birth to 6 years in both programme intervention communities and control communities:

a) Explain purpose of the interview 

b) Assure the respondent that the information collected will be kept confidential

c) Exclusive Breast Feeding (EBF) questions are for parents/ caregivers whose child is 0 – 6 months old only

d) Complementary feeding (Optimal Infant Feeding) questions are for parents/ caregivers whose children are 6 months and above

e) Continuous Breast Feeding questions are for mothers whose children are 6 months to 2 years or more

f) Remember to probe when you feel an answer is not clear, specific or adequate

g) To avoid respondent withdrawing or being distracted make sure s/he is ready and has time for this interview

h) Request for the infant welfare card and birth certificate of the index child and keep them for reference during interview 

i)  Circle appropriate answer as the interview progresses

Section 1: Identification Particulars

Local Government Area --------------------------------------[      ]

District---------------------------------------------------------[      ]

Name of Settlement ------------------------------------------ [       ]

1. programme intervention community

2. Control (non-intervention) community

Enumeration Area No. (If applicable) ------------------------

Compound No.  (If applicable) --------------------------[         ]

Section 2 Characteristics of the Respondent

Compound Name / Address --------------------------------------------------

Name of Compound Head ----------------------------------------------------

Name of index child (youngest living child) --------------------------------

Age of index child------------------ (verify from Infant Welfare Card (IWC) or birth certificate)

Sex of the child 

1. Male           2. Female

Name of respondent-----------------------------------------------------------

Date of interview ---------/---------------/2009 

Name and telephone of the interviewer -------------------------------------Tel ------------------------- 

1. Age of respondent-----------------

2.Sex:  1. Male   2. Female

3. Ethnicity

1. Mandinka / Jahanka

2. Fula 

3. Wollof

4. Jola

5. Sarahule

6. Other (Specify) --------------------------------------------------

4. Marital Status

1. Never Married

2. Currently Married

3. Divorced

4. Widowed

5. Separated

5. Type of current union

    1 Monogamous

    2. Polygamous

    3. Others specify --------------------------------------------------

6. Number of children to respondent (only those alive)

Male------- Female---------- Total--------------

7. How many of these are alive?    Male------ Female------ Total-----

8. Age of the eldest living child   ------------

9. Highest education attained by respondent

    1 Never attended school

    2. Nursery level

    3. Primary level

    4. Secondary level

    5. Tertiary level

    6. Madarasa level

    7. Others specify ----------------------------------------------

10. Occupation of the respondent:

 1. Farming/gardening

 2. House wife

 3. Petty trading

 4. Handicraft

 5. Other specify ---------------------------------------- 

11. Estimated daily income

   1 Less than D20.00

   2. D20.00 – D29.00

   3. D30.00 - D39.00

  4.  D39.00 – D49.00 

  5. D50.00 +

  6. Don’t know

Section 3 Exclusive Breast Feeding (EBF)  

This section is for parents/ caregivers whose child is from birth to 6 months old only

1.  Since the birth of (name of index child) have you given him/her anything other than breast milk?   1. Yes     2. No (skip to 3.)

2.  If “yes” what was given? ---------------------------------------------------------------------------------------------------------------------------------- 

3. To day is (name the day of interview), since last (name the day) did you did give (name of index child) anything other than breast milk? 

1. Yes     2. No (skip to 5.)

4. If “yes” what was it? -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

5. When (name of index child) was newly born was s/he given anything before putting him/her to the breast?  1. Yes     2. No (skip to 7.) 3. Don’t know

6.  If “yes” what was given? 

1. Water sweetened with sugar

2. Plain water

3. Honey

4. Holy water (concocted water)

5. Animal milk

6. Infant feeding formula (imported milk)

7. Others: specify ------------------------------------------------------------ 

7. Does any one in your household/compound support and encourage you to practice EBF?
1. Yes     2. No (skip to 10.)

8. If “yes” who encourages you?

1. Husband

2. Mother in-law

3. Father in-law

4. Co-wife

5. Others: specify ------------------------------------------------------

9. If “no” why are they not? -----------------------------------------------------------------------------------------------------------------------------------

10. Do you have any constraint/difficulty in practicing exclusive breast feeding? 1. Yes 2. No (skip to Section 4)

11. If “yes” what is the difficulty? -----------------------------------------------------------------------------------------------------------------------------

Section 4 Optimal Infant Feeding (OIF)

This section is for parents/ caregivers whose children are 6 months – 3 years.

1. Do you give complementary foods to (name of index child)? 1. Yes     2. No (skip to 3.)

2. If “yes” at what age did you introduce complementary foods to (name of index child)?

1. 3 to 6 months

2. 6 to 9 months

3. 9 to 12 months

4. After 12 months

Mothers introduce complementary foods to their children at different ages. 

3. Why did you introduce complementary foods to (name of index child) at this age?

1. Good start in life

2. Most appropriate age

3. Good health / nutrition

4. To make child clever

5. Advice from health workers

6. Other (Specify) --------------------------------

We know that there are different types of complementary foods. Different parents give different complementary foods (CFs) to their children.

4. What type of complementary foods (CFs) do you give to (name of index child)?

1. Plain coos pap

2. Coos pap reinforced with ----------------- 

3. Plain rice pap

4. Rice pap reinforced with ----------------- 

5. Plain maize pap

6. Maize pap reinforced with -----------------

7. Infant formula (Imported baby tin food)

8. Others: specify -----------------------------

5. How many times in the day is the child fed?

1. 1 to 2 Times

2. 2 to 3 times

3. 3 to 5 times

4. More than 5 times
6. What do you do before preparing your child’s (index child) food? 

1.  Always wash hands with soap and water

2.  Wash hands but not always with soap 

3. Always wash utensils clean with soap and water

4. Wash utensils but not always with soap

5. Use only clean water for cooking / drinking

6.  Making sure surrounding for cooking is clean

7. Other: specify ---------------------

7. How do you store your child’s (index child) food?

1. Dish and cover (Not wrapped)

2. Dish and cover (Wrapped in cloth)

3. Vacuum flash

4. Put in refrigerator

5. Others: specify ---------------------------------------------------------

8. How do you feed (index child)?

    1. Use my hand

    2. Cup / bowl and spoon

    3. Bottle

    4. Others specify -----------------------------

9. Does any one in your household/compound support you in feeding your child? 
    (1) Yes             (2) No (skip to 11.)

10. If “yes” who supports you?

1. Husband

2. Mother in-law

3. Mother (Respondent’s mother)

4. Co-wife

5. Sibling

6. Others: specify ---------------------------------------------------------

11.  If “no” why are you not supported in feeding your child? 

12. Is there any food that you forbid to your children (not only index child)?        (1)  Yes                  (2)   No (skip to 14.)

13.  If “yes” what foods do you forbid? -----------------------------------------------------------------------------------------------------------------------

14. What are the reasons for forbidding these foods? --------------------------------------------------------------------------------------------------------

15. Do you have any constraint/difficulty in practicing optimal infant feeding? 1. Yes 2. No (skip to Section 5.)

16. If “yes” what is the difficulty? -----------------------------------------------------------------------------------------------------------------------------

Section 5 Environmental and Water Hygiene 

Note – this section is for all the respondents please

1. Where do you get your domestic water from?

1. Piped (borehole) 

2. Concrete lined well fitted with hand pump

3. Open lined well 

4. Open unlined well (traditional well)

5. Others: specify ------------------------------------------------------------

2. As a household how do you ensure your domestic water is clean and safe?  --------------------------------------------------------------------------

3. Apart from you is there any one in the household who participates in keeping the family’s domestic water clean and safe?
 1. Yes 2. No (skip to 6.)

4. If “yes” who does so?

1. Husband

2. Mother in-law

3. Co-wife

4. Children

5. Others: specify ------------------------------------------------------

5. (If others participate) how do they participate? -----------------------------------------------------------------------------------------------------------------

6. If “no” why are they not? -----------------------------------------------------------------------------------------------------------------------------------

7. As a household how do you keep your compound clean? -------------------------------------------------------------------------------------------------

8. Is there any latrine in your compound? 1. Yes 2. No (skip to 11.)

9. If “yes” does everyone in the compound use the latrine freely? 
1. Yes  (skip to12.) 2. No 
10. If “no” what are the restrictions in using the latrine?  ----------------------------------------------------------------------------------------------------------------
11. If “no” can you explain why you don’t have any latrine in your compound? -----------------------------------------------------------------------------------------------------------------------------------------------------

12. As a household do you do anything to keep your latrine clean and safe?

1. Yes 2. No (skip to 14.)

13. If “yes” explain what you do ------------------------------------------------------------------------------------------------------------------------------

14. Where do little children in your compound pass faeces? (In other words how do you handle little children faeces?) 

1. Chamber pot

2. In the compound (top soil)

3. Latrine

4. Others: specify------------------------------------------------------------

15. As a household how do you handle solid domestic waste?

1. Backyard pit

2. Improvised receptacle with a good lid

3. Improvised receptacle with out lid

4. Standard dustbin

5. Dumping

6. Burning

7. Burying 

 8. Others specify -------------------------------

16. Apart from you is there any one in the household who participates in keeping your home environment clean and safe? 
1. Yes 2. No (skip to 19)

17. If “yes” who does so?

1. Husband

2. Mother in-law

3. Co-wife

4. Children

6. Other women

6. Others: specify ----------------------------

18. (If others participate) how do they participate? ----------------------------------------------------------------------------------------------------------

19. If “no” why are they not? ---------------------------------------------------------------------------------------------------------------------------------

20. Do you have any constraint/difficulty in keeping your home environment clean and safe for healthy living? 1. Yes 2. No (skip to Section 6)

21. If “yes” what is the difficulty? -----------------------------------------------------------------------------------------------------------------------------

Section 6 Child Rights Upbringing and Protection

Note – This section emphasis is on children of 3 to 6 years.

We know every parent interacts with their child but the forms of interaction vary from one parent to another. 

1. How do you interact with your children?

1. Very friendly and supportive

2. Moderately friendly

3. Rather unfriendly

4. Can’t tell

5. Others specify -----------------------------

2. What do you do to prevent your children from falling sick? 

1. Regular child clinic attendance

2. Good personal hygiene

3. Good quality food

4. Good food hygiene

5. Use of bed net

6. Keeping surrounding clean

7. Giving clean water for drinking

8. Others specify ---------------------------

We know that home accidents like burns, cuts, falling from height, falling from slippery floor, pricks from sharp objects, accidental swallowing of objects, are common. 

3. In the last two week has any of your children been involved in any home accidents? 1. Yes 2. No (skip to 5.)

4. If “yes” what did you do take care of him/her?

1. Give him/her First Aid

2. Took him/her to the clinic

3. Give him/her local medicine

4. Nothing

5. Other specify ---------------------------------

5. How do you prevent your child from home accidents?

1.

2.

3.

4.

6. Do you encourage your child to play? 1. Yes 2. No (skip to 8.)

7.  If “yes” how do you do so? 

1. Buy toys

2. Make toys locally

3. Take child to play ground 

4. Allow child to associate with peers

5. Others specify -------------------------------

8.  If “no” why don’t you do so? 

1. Not important

2. To avoid injuries/accidents

3. To avoid fighting with peers

4. To avoid child from learning bad habits

5. Others specify -------------------------------

9. Does your child have toys? 1. Yes 2. No (skip to 11.)

10.  If “yes” were they made locally community? 1.  Yes 2. No

11. Do you encourage your child to interact with other children?
1.  Yes 2. No (skip to 13.)

12. If “yes” how do you do so? 

1. Allowing child’s friends to visit the child at home

2. Allowing child to visit peers in their homes

3. Take child to playing ground 

4 Encouraging child to make friends

5. Others specify -------------------------------

13. If “no” why don’t you do so? 

1. Not important

2.  To avoid contracting diseases

3. To avoid fighting with peers

4. To avoid child from learning bad habits

5. Others specify -------------------------------

Q14. In the past two weeks did you ever beat your child at all?
1. Yes 2. No (skip to 17.)

15. If “yes” explain the manner in which s/he was beaten 

1.  Slap on the face

2. Hit on the head

3. Lash on the buttocks

4.  Hit on hand/palm

5. Pulling the ear

6. Others specify ---------------------------------

16. What did the child do to earn him/her this punishment?

1. Refused to run an era

2. Returned home late

3. Used abusive language 

4. Wasted food

5. Refused to go to school/Dara

6. Fought with other children

7. Stealing

8. Damaged property

9. Others specify -------------------------------

17. Have you ever assaulted any of your child verbally?
1. Yes 2. No (skip to 20.)

18. If “yes” explain the manner in which s/he was assaulted 

1. Insulted child’s mother

2. Insulted child’s father

3. Insulted the child him/herself

4. Called foul name

5. Others specify -------------------------------

19. What did the child do to earn him/her this verbal assault? 

1. Refused to run an era

2. Returned home late

3. Used abusive language

4. Wasted food

5. Refused to go school/Dara

6. Fought with other children

7. Others specify -------------------------------

20. Is your child (index child) taken to clinic regularly for weighing and immunization? 
1. Yes 2. No (skip to 23.)

21. If “yes” at what interval? 

1. Monthly

2. Every two months

3. Every three months 

4. Every four months or more 

5. Others specify -------------------------------

 (Note- ask for the infant welfare card to verify) 

22. Who takes the child to the clinic?

1. Myself

2. Co-wife

3. Husband

4. Grand mother

5. Grand father

6. Sister in-law

7. Child’s elder sister/brother

8. Others specify -------------------------------

23. If “no” what is stopping the child from being taking to the clinic? 

1. Clinic being too far from home 

2. Poor road condition

3. Lack of transport

4. Can’t always afford fare to the clinic

5. Too many domestic chores

6. Too busy on the farm

7.  No other person to take care of the home when am away

8. Others specify -------------------------------

24. In the past one week have you ever had the cause to leave your child alone? 
1. Yes 2. No (skip to 26.)

25. If “yes” what were  the reasons

1. Having to attend social function 

2. Attending to a sick family member

3. Being sick

4. Going to market

5. Going to the farm

6. Being busy with domestic chores 

7. Others specify ---------------------------------

26. Does anyone tell your child stories or sing to him/her? 
1. Yes 2. No (skip to 28.)

27.  If “yes” who does it?

1. Mother

2. Caregiver

3. Father

4. Grand parents

5. Sibling

6. Others: specify ------------------------------

28. If “no” why so?

1. The child is too young

2. No time

3. Child doesn’t want such things

4. Don’t know how to do it

5. No story/song for such children

6. Other specify -------------------------------- 

29. Is there anything your child does that you don’t like? 
1. Yes 2. No (skip to 35. )

30.  If “yes” what is it? 

1. Using abusive language

2. Stealing 

3. Telling lies 

4. Disrespecting elders

5. Returning home late

6. Going out without permission

7. Fighting other children

8 Others specify -------------------------------

31. Where do you think s/he has learned this behavior? 

1. From other members in the compound

2. From peers in streets

3. From peers in the school

4. From the media (movies/theaters on TV/radios)

5.  From other people outside the compound

6. Don’t know

7. Others specify -------------------------------

32. Are you doing anything to stop these bad behaviors? 1. Yes 2. No (skip to 34.)

33. If “yes” what are the measures?

1. Not allowing the child to interact with other children

2. Not allowing child to be among elders I suspect to be engaged in bad things

3. Limit child access to the media 

4. Reporting the child to teachers/oustas

5. Corporal punishment

6. Denying the child certain privileges

7. Talking to the child 

8. Others specify -------------------------------

34. If “no” why not taking any measures against?

1. Child is too young

2. My spouse/partner advised me not to

3. Grand parents are against it

4. It is not too serious

5. Others specify -----------------------------

35.  Is your child’s birth registered? 
1. Yes 2. No (skip to 36.)

(If respondent claims that child’s birth is registered ask for the birth certificate)

(1) Birth certificate seen (2) Birth certificate not seen 

36. (If child’s birth was not registered) why was the birth not registered?

1. Not knowing child’s birth is to be registered

2. Don’t know the place to register child birth

3. Don’t have the money to pay birth registration

4. The place for registering of birth is too far from where I live

5. Spouse/partner objected to birth registration

6. It is not important

7. Process is cumbersome 

8. Others specify -------------------------------

37. Do you have any child with disabilities/special needs? 
1. Yes 2. No (skip to 40.)

38. If “yes” what type of disabilities/special needs does the child have?

1. Physical disability

2. Visual impairment 

3. Speech impairment

4. Hearing impairment

5. Learning disability

6. Others: specify ------------------------------

  (Note – please ask for the child for verification)

39. What do you do to meet the needs of the child with special needs? 

1. Get him/her a technical aid

2. Built ramp in the compound

3. Offer some trainings in relation to the disability

4. Send the child school

5. Having some one around the child most of the time

6. Seeking appropriate healthcare services

7. Others specify -------------------------------

For children to grow to become responsible adults, disciplining them is very important. 

40. What method do you use to discipline your children? 

1. Corporal punishment 

2. Verbal abuse 

3. Refusing them to play

4. Refusing them food

5. Refusing them to go out 

6. Others: specify------------------------------------------------------

41. In the past 2 weeks is there any adult in this household/compound who has done any of the following to any child in the household/compound? 

	S/N
	Issue
	1.Yes
	2. No

	1
	Corporal punishment 


	
	

	2
	Verbal abuse 


	
	

	3
	Stopping/discouraging children from playing 


	
	

	4
	Refused the child food even though the child demanded for it


	
	

	5
	Left child alone 


	
	

	6
	Others: specify -----------------


	
	


42. If any of the above was done to any child in the past 2 weeks did you do anything about it? 
1. Yes 2. No ((skip to 44.)

43. If “yes” what did you do?

1. Cautioned the person

2. Restrained the person

3. Reported the matter to the child’ parents

4. Reported the matter to the child’ grand parents

5. Reported the matter to other elders in the community

6. Reported the matter to the seyfo

7. Reported the matter to the Police

8. Others: specify ------------------------------------------------------------

44. If “no” why not?

1. Spouse/partner advised me not

2. It is not necessary

3. Don’t want to create bad blood in the family

4. Am afraid to do so

5. Even if I report no action will be taken

6. Don’t know where to report

7. Others specify --------------------------------



Thanks for your time

APPENDIX IV

Key Informants Interviews

Note- This interview is for Management of the Parenting Education Prgramme at UNICEF, ECD Unit, Regional Education Directorates,  MDFTs, MSWG, Directorates of DED; and UNVs. 

Identification

Name of respondent ----------------------------------------------------------------

Organization/work place -------------------------------------------------------------

Date of interview --------------------------------------------------------------------

Name and telephone of interviewer -----------------------------------------

Telephone ----------------------------

Section A: 

This section is for UNICEF, ECD Unit, MSWG, and Regional Education Directorates,  

Tick appropriate respondent category

3. UNICEF

4. ECD Unit

5. Regional Education Directorates, 

6. MSWG,

7. Directorates of DED

1. What is the overall objective of Parenting Education Programme (PEP)? ----------------------------------------------------------------------------------------------------------------------------------------------------------

2. What is the age range of children in programme? ------------------------

3. What is your role in programme? ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

4. What is the mechanism for monitoring and supervision of programme activities at various levels? --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

5. In your view is funding for this programme adequate?  1. Yes 2. No 3. Don’t 

6. If no please explain------------------------------------------------------------------------------------------------------------------------------------------

7. What is the total amount of funds allocated for the programme? D-----------

8. Are the programme’s financial management practices sound and transparent?  Yes 2. No

9. If ‘yes’ explain? -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

10. If ‘no’ why do you feel so? -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

11. In your view what proportion of the total funds represents direct cost (operation cost) and what proportion is for indirect cost (salaries, education material, training, workshop M and E)? ----------------

12. In your view is the design of programme appropriate (criteria used for selecting communities, parenting education activities, prgramme administration, support structures, supervision and monitoring, etc)? 1. Yes 2. No

13. If ‘yes’ explain --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

14. If ‘no’ why do you feel so? -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

15. Has this programme registered any achievement?

1. Yes 2. No

16. If yes explain --------------------------------------------------------------------------------------

17. If no why do you feel so? -----------------------------------------------------------------------------------------------------------------------------

18. In your opinion does the programme have any constraint?  1. Yes 2. No 3. Don’t know 

19. If yes explain ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

20. If no why do you feel so? --------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

21. What are your recommendations for the efficient and effective implementation of the programme? -------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Section B: 

This section is for MDFTs  and UNVs. 

Tick appropriate respondent category

1. MDFTs  

2. UNVs. 

Q1. What is the overall objective of Parenting Education Programme PEP? ---------------------------------------------------------------------------

---------------------------------------------------------------------------------

Q2. What is the age range of children in programme? ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q3. What is your role in programme?

------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q4. How do you feel about your roles? --------------------------------------

-----------------------------------------------------------------------------------------------------------------------------------------------------------------

Q5. How are children/families enrolled in this programme? ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q6. What is the mechanism for monitoring and supervision of programme activities at various community levels? -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q7. In your views is funding for this programme adequate? 1. Yes 2.No

Q8. If no please explain----------------------------------------------------------------------------------------------------------------------------------------

Q9. In your view is the programme’s financial management practices sound and transparent? 1. Yes 2. No

Q10. If yes explain ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q11. If no ------------------------------------------------------------------------------------------------------------------------------------------------------

12 Are you supervised? 1. Yes 2. No

13. If yes how do you feel about the supervision? ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

14. If no why -----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

16. In your opinion is this programme well designed (criteria used for selecting communities, parenting education activities, prgramme administration, support structures, supervision and monitoring, etc)?? 1. Yes 2. No

Q17. If yes explain ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q18. If no explain ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q19. In your view is there any improvement in the attitudes and practices of parents and caregivers? 1. Yes 2. No

Q20. If yes explain ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q21. If no explain ----------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------Q22. Are there any constraints regarding the effective implementation of this programme?  1. Yes 2. No

Q23. If yes explain ------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q24. If no explain ---------------------------------------------------------------------------------------------------------------------------------------------

Q25. How do you feel like working this programme? ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------

Q26. What are your recommendations for the efficient and effective implementation of the programme? ---------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------------- 

Table 1: Proportion of Index children in communities by, sex and Type of group
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